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The aim of this thesis is to explore partnership functioning and the power of context in a 
North-South partnership in Botswana whose mission is to promote sexual health via Safe 
Male Circumcision (SMC) for HIV prevention. Specifically the study explores the power of 
cultural relevance as well as elements that bring synergy and antagony in a partnership. The 
Botswana SMC partnership comprised Ministry of Health (MH) and two international 
organisations, US Centers for Disease Control (CDC) and African Comprehensive 
HIV/AIDS Partnership (ACHAP), both funded by unseen international donors. The mission 
of this partnership was to circumcise 80% of HIV negative men (100,000 per year) over a 
five year period. 
Partnerships between the global North and the global South are a tool used in global 
governance of aid to mobilise resources to particularly assist developing countries where the 
poor and vulnerable are concentrated. HIV/AIDS is a global disease, with efforts to fight it 
coordinated by international institutions like UNAIDS and World Health Organisation 
(WHO). The global organisations and donors are commended for supporting global scientific 
efforts in prevention and cure for infectious and chronic diseases and for being a platform 
that facilitates funding efforts to the developing countries. The view of HIV/AIDS as a 
global disease has been observed to bring some good but has also generated ‘local pain’ as 
approaches used to combat it are applied with assumptions of universal effectiveness. 
Some partnerships have faced disappointing shortfalls and many fail before fulfilling their 
goals. There are few studies that analyse partnership functioning and processes, especially in 
Africa. Most of these studies explore what brings about synergy - producing more results 
than those of a single entity operation. Thus far, very few studies identified ‘antagony’ in 
partnerships and few address partnership context issues in a more generalised way. There 
are, to my knowledge, few studies that explore global and local contextual environments that 
cause antagony and the underlying causes thereof. This thesis aims to bridge this gap and to 
add to the knowledge of partnership functioning.  
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Methods 
This study used qualitative ethnographic design to explore the Botswana SMC partnership 
over three years. Data were collected in three research sites in Botswana; Gaborone city 
where national officers to the program operate; Hukuntsi and Mochudi villages which have 
two contrasting cultures to the tradition of initiation. The methods for data collection were 
observation, in-depth interviews (IDIs), focus group discussion (FGDs) and informal 
discussions. Thirty national and district SMC officers were observed in a three-day meeting. 
I also observed two SMC public campaigns where I interacted with a range of stakeholders. 
All in all, 39 IDIs and five FGDs were conducted for the whole study. Paper I and III draw 
on data from observation of the 30 officers, IDIs and FDGs while paper II adds experiences 
of program campaigns to the list. 
Results 
Results of Paper I reveal that the Botswana SMC partnership experienced a range of 
partnership outcomes; additive – Botswana Government had been doing SMC without 
partnership, synergistic – more was achieved through the partnership and antagonistic – 
resistance that caused counter-productivity. A combination of inputs – planning together, 
developing training and implementing materials, giving financial resources, sharing skills, 
donating capital and medical equipment – helped push their target of circumcising 100,000 
HIV negative men in a given year. However, the same resources brought tensions in the 
partnership, especially where there was no transparency and where international 
organisations used different reporting tools. Although there are tensions between partners, 
they are working together in strategising to address some challenges of the partnership and 
implementation. Pressure to meet the target caused tension and challenges between the in-
country partners to the extent of international organisations retreating and not pursuing the 
mission further.  
Paper II shows that program officers’ consultation with traditional leaders was done in a 
seemingly superficial, non-participatory manner. While SMC implementers reported 
pressure to deliver numbers to the WHO, traditional leaders promoted circumcision through 
their routine traditional initiation ceremonies at breaks of two-year intervals. There are 
conflicting views on public SMC demand creation campaigns in relation to the traditional 





Paper III reveals that the partnership experienced antagonistic results during operational 
processes and as the ultimate outcome. Target setting, financial power of the North, 
superficial ownership given to the South, and ignoring local traditional realities result in 
antagony. There are three underlying causes of antagony identified: 1. therapeutic 
domination – medical expertise given with arrogance; 2. iatrogenic violence – good 
intentions that cause unintended harm; 3. the Trojan horse – deceptive power positioned 
under the pretext of benevolence.  
To tie the three papers together, I identify three main findings that were given less attention. 
First, all three in-country partners had attitudes that were counterproductive to the success of 
the partnership. Second, there was resistance at different levels by the recipient government 
and communities. Third, it was the international donors rather than the in-country partners 
who put pressure in partnership. 
 
Discussion 
Results of Paper I reveal that external influences that come from the unseen international 
donors influenced the working of the in-country partnership, unfortunately crippling it from 
resolving implementation challenges as experienced within the context of partnership 
functioning. Global mechanisms used for accountability are sabotaged by the same global 
context where the exercise of power and financial leverage by international donors reign. A 
combination of inputs by partners brought some progress towards achieving set program 
goals. However, prioritising externally formulated programs and lack of appreciation for 
local symbolic funding undermined local efforts and gave blurriness in leadership and 
ownership of the program. Externally formulated goals and targets, as well as subsequent 
expectations from external donors placed the functioning and contextual interaction of the 
partnership at risk. Tensions around target, ownership, financial contribution and accounting 
caused antagony, resulting in international partners withdrawing before accomplishing the 
mission. 
Results for Papers II and III reveal that antagony can be experienced at two levels: during the 
collaborative process and as the ultimate outcome of the partnership. The two papers also 
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show that the local and global context has not been harmonised in a way that inspires 
collaboration rather it create tensions. Ignoring to address contextual issues like the ideology 
of neoliberalism and traditional practices of collectivism caused continuous conflict and 
resistance. Lack of genuine community consultation and SMC program implementers’ 
unwillingness to address traditional leaders’ views of locally appropriate approaches to 
program implementation caused tensions and resistance.  
Paper III specifically showed that inputs such as finance and oversupply of medical 
equipment can be a source of antagony. It is also observed that attitudes of the international 
donors bring antagony: Therapeutic domination – was shown in prioritising external 
approaches such as the MOVE project which was more concerned about numbers than other 
implementation realities, side-lining the local government’s approach of integration. The 
international partners’ lack of acknowledgment for Ministry of Health’s (MH’s) non-
financial contribution indicated their belief in the superiority of their modes of involvement; 
Iatrogenic violence – was evident when MH was left with the sole financial and operational 
responsibility for all aspects of the program once the DPs pulled out; The Trojan horse – is 
illustrated by the international donors’ approach that brought false hope of victory but was a 
vehicle for donor control. 
Consistent throughout the three papers is that more can be achieved through partnerships 
than single actors acting alone or parallel, but attention needs to be given to partners’ 
inherent attitudes as well as global and local contexts of partnerships to minimise antagony. 
Also, consultation at all levels would better be done in a genuine, participatory manner. 
Community’s initial cooperation was a loud message for openness and flexibility while the 
ultimate resistance was a cry to be heard. The main conclusion of this study is that North-
South partnerships should not only be between organisations but also between organisations 
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1 Introduction  
Partnership is a popular approach used in collaborative activities to achieve development 
goals. However, partnerships do not always work. There is little literature that explores 
partnership functioning. This thesis contributes to the body of knowledge of partnerships for 
health. It explores partnership functioning and cultural relevance in a North-South 
partnership in Botswana aiming to promote sexual health via Voluntary Medical Male 
Circumcision (VMMC) for HIV prevention. Partnership is an apparatus used in global health 
and development governance to address the world’s complex challenges that affect multiple 
regions, including public health problems (Abrahamsen, 2006; Pattberg, 2012, p. 190).  
1.1 Global context of partnerships 
In 2000, the world came together to set eight target oriented goals called Millennium 
Development Goals (MDGs) to address the world’s health and development challenges. The 
MDGs have since been superseded by the 17 Sustainable Development Goals (SDGs) (UN, 
2016a). The new SDGs advance the intentions of the (MDGs) (UN, 2014). This thesis is 
centred on goal number 17 of the SDGs: To “strengthen the means of implementation and 
revitalise the global partnership for sustainable development” (UN, 2015). Partnership is a 
collaboration of two or more organisations which have an agreed upon mission and 
contribute resources such as skills, money, capital, equipment and materials to achieve a set 
goal (Ashman, 2001; Barnes, Brown, & Harman, 2016; J. Hope Corbin, Mittelmark, & Lie, 
2013). This goal, SDG 17, is an instrument through which resources are mobilised 
internationally to implement the global agenda and to particularly assess developing 
countries where the poor and vulnerable are concentrated (UN, 2016a). The goal for 
partnerships is therefore linked to all other goals including goal 3 (to ensure healthy lives 
and promote well-being for all, at all ages) that encompasses the fight of HIV (Caliari, 2014; 
UN, 2015, 2016a), which the partnership explored in this thesis aims to combat. In order to 
fulfil its targets, the sustainable development agenda requires partnerships between the 
private sector, governments, and civil society (UN, 2016b). Goal 17 has five targets 
including partnerships for finance, technology, capacity building, systemic issues and trade 
(UN, 2015, 2016a). The first four targets listed above are of particular interest to this thesis. 
Of importance to this thesis is also the Paris Declaration for Aid Effectiveness, developed by 
the OECD’s Working Party on Aid Effectiveness in partnership with a large number of 
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developing countries in 2005 to serve as a road-map on ways to improve the quality of aid 
and produce better impact (Mawdsley, Savage, & Kim, 2014). Since most development aid 
uses partnerships as a mechanism to deliver resources, all adapt the Paris Declaration’s 
partnership framework (Droop, Isenman, & Mlalazi, 2008). The Paris Declaration 
framework is formulated around five pillars: ownership, managing of results, mutual 
accountability, alignment and harmonisation (OECD, 2005). The deliberations of this thesis 
are connected to all five pillars, which overlap in focus. The first three are emphasised in 
Paper I and III and the last two illuminated in this thesis summary. To fulfil these, a series of 
implementation measures (targets) and monitoring systems are put in place to evaluate 
donors’ and recipient countries’ commitments (OECD, 2005). Since the SDGs are fairly 
new, most literature that analyses the development agenda refers to the MDGs, and so will 
this thesis (Droop et al., 2008; Fukuda-Parr, Yamin, & Greenstein, 2013; Saith, 2006; 
Sjöstedt, 2013; UN, 2014). Research on the progress of MDG8 uses case studies of 
partnerships formed to carry out other development goals like those on health, poverty, 
justice, etc.  
Many North-South partnerships do not make it to the end of agreements (J. Hope Corbin & 
Mittelmark, 2008; J. Jones & Barry, 2011b), therefore this needs investigation. The 
functioning of North-South partnerships and a critical analysis on their implementation 
measures show both progress and pitfalls in regions like Sub-Saharan Africa and Asia 
(Waage et al., 2010; Waage et al., 2015). Specifically, analysis of the mechanisms used to 
make aid effective including ownership, managing for results and mutual accountability have 
revealed mixed progress and the challenges encountered need addressing. The trend in the 
series of reports by the MDG Gap task force shows that “there is conflict between national 
priorities to deliver on the commitments of goal 8” (UN, 2014, p. 1). Below, I reflect on the 
challenges that partnerships face using the lens of the five mechanisms. 
1.2 Ownership of programs 
Firstly, ownership of programs by recipient governments is far from being realised. 
Ownership emphasises agency of the recipient countries, participation, strong leadership and 
use of local systems to deliver aid (UN, 2008b). It is used to counteract the top-down 
relationship observed over past decades between the global North and the global South 




ownership into practice in their program recommendations and funding conditions. Donor 
countries are cautioned to consider cultural practices and preferences during execution of 
programs while recipient countries are required to show commitment through financial 
contribution and taking the lead (Resch, Ryckman, & Hecht, 2015). In its recommendations 
for the implementation of VMMC, the World Health Organisation (WHO) writes that the 
program should be executed in a culturally appropriate way (UNAIDS, 2007; 
WHO/UNAIDS, 2007). Still critics observe that ownership is not realised in a number of 
partnerships because it is not evidently driven to accommodate cultural practices during 
implementation of programs (Booth, 2012; Campbell, Cornish, & Skovdal, 2012; Katisi & 
Daniel, 2015). Booth (2012) argues that the UN agencies use the concept as an established 
fact, not as an outcome to be constructed through the processes of implementation. It is 
therefore important to do research that investigates cultural realities that need to be 
considered for the realisation of program ownership by recipient governments (Barnes et al., 
2016). 
Ownership seems to be disproportionately linked with the level of recipient government’s 
financial contribution. UN agencies have set standards for recipient governments to increase 
their financial contribution as a sign of ownership, commitment, shared responsibility and 
mutual accountability to programs is appreciated (Resch et al., 2015; UN, 2010). However, 
UN agencies are criticised for not considering different countries’ starting points, for 
example: when stipulating local budget increase towards HIV/AIDS scale up (Resch et al., 
2015; Saith, 2006). It is recorded that many African countries have attempted to increase 
their HIV/AIDS share of financial responsibility, but besides Botswana and Namibia, many 
poorer countries could not reach the WHO’s set expectations (UNAIDS, 2014). International 
donors disregard to calculate the local countries’ contribution of infrastructures even though 
it may be difficult to convert their value to monetary terms (J. Hope Corbin & Mittelmark, 
2008). Ignoring this leaves room for an increase in the disproportion of financial 
contributions between partners, and intensifies the historical power over the South (Eyben & 
Savage, 2013). Seckinelgin (2012) argues that UN agencies uphold local countries’ financial 
contribution more than other components that promote ownership, like local strategies for 
implementation, and cultural relevance. Buffardi (2013) pinpoints that it can be confusing 
when the beneficiary is given authority of ownership, therefore the expectation that recipient 
countries contribute more money (the usual source of ownership), makes sense. Saith (2006) 
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adds that partnership processes are complex and do not just require injection of material 
resources but knowledge and practice of relevant community approaches to programming.  
1.3 Mutual accountability 
Secondly, mutual accountability emphasises transparency in the use of resources. (Droop et 
al., 2008). The Paris Declaration recommends that mutual accountability should be carried 
out at every level of the partnership. Donors and local governments have to account on all 
kinds of resource inputs, results or particular projects within the program being implemented 
(Droop et al., 2008). Partners make an effort to report on the required elements. However, 
there is inconsistency in reporting because of the different tools used by the donors and local 
partners (Buffardi, 2016; Droop et al., 2008). Mutual accountability is not genuine because 
there are power differentials with the donors dominating decisions (Buffardi, 2016; Droop et 
al., 2008). Most often the governments in the South are compelled to use the donor reporting 
tools, no matter how demanding, to protect funding. In Buffardi’s (2016) case study of 
bilateral and multilateral donors in Peru, it is observed that individuals within the 
organisations queried multiple tasks because of having to account in different ways for 
different organisations. 
1.4 Managing for results 
Thirdly, the principle of managing-for-results is only numerically driven and not considerate 
of contexts (Waage et al., 2010). Managing for results through set a target is regarded as one 
of the strengths of MDGs making them concrete and measurable, but it is seen by critics as 
only a prime for donors who want to see measurable returns while ignoring equity and 
overall health improvement of societies, intercountry differences, feasibility and financial 
affordability (Haines & Cassels, 2004; Waage et al., 2010). As it is, targets are only 
aggregated data using mathematical models. They therefore remain ambitious and imprecise 
when matched with local realities (Attaran, 2005; Sjöstedt, 2013; Waage et al., 2010).This is 
contradictory to the partnership framework principles, undermining national ownership of 
target and therefore challenging local commitment and political will (Waage et al., 2010).  
Target setting is crucial to measure and monitor success. The gap identified in the literature 
is that the methodology of setting targets is focused more on numerical data and does not use 





Fourthly alignment, overlapping with ownership and mutual accountability, states that that 
donors should align their support with recipient countries’ development priorities and local 
systems of operation (2005; UN, 2008b). Initially, alignment included following results-
based strategies for recipient countries but now it has shifted to mutual accountability 
(Rogerson, 2005), hence the overlap in some literature. Critics observe that most donor 
organisations implement strategies that are parallel to the recipient countries’ local systems 
for the reason that local strategies take long as they follow lengthy consultation processes 
(Hanefeld, 2010; Ramiah  & Reich, 2006). Donors sometimes overlook the concept of 
alignment and employ their own foreign workers to avoid local government’s procedures of 
fairness and contract conditions (Hanefeld, 2010). Another way of undermining alignment is 
illustrated in a study by Chimhutu and colleagues (2015), where donors gave extra 
allowances to selected health workers to drive maternal health care targets through a Pay-for 
-Performance system; this caused conflict between workers who were paid more than those 
who were not. 
1.6 Harmonisation 
Lastly harmonisation means that donors and recipient countries coordinate, simplify 
procedures and share information to avoid duplication (UN, 2008b). Harmonisation requires 
that the national health policy and plan be consulted to map acceptable procedures (Kwamie 
& Nabyonga-Orem, 2016). There are some successes and pitfalls in applying harmonisation 
in partnerships. The study of the Universal Health Coverage partnership (UHC) in Guinea 
and Chad to assess the strengthening of national health policy development showed that 
policy dialogue improves harmonisation as ideas and information are exchanged and 
documented  (Kwamie & Nabyonga-Orem, 2016, p. 365). However interaction of partners 
on aid management issues worked the opposite in both countries (Kwamie & Nabyonga-
Orem, 2016). In Cheng’s (2015) research of analysing the effective development and 
management of international cooperation and partnerships in the educational sector in 
Cambodia, he found that although policy records showed strategies of embedding aid 
management in the local system’s way of operation “incompatibility exists between its aid 
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policies (based on international mainstream ideas) and its governance (rooted in Cambodian 
culture and traditions)”(Cheng, 2015, p. 235). 
1.7 The health promotion aspect 
Using qualitative measures and a systems theory to explore partnership functioning and 
cultural relevance in HIV programming, this thesis refers to the five mechanisms described 
above as a thread that appears in its findings. The thesis’ focus on health fits within the scope 
of health promotion as embraced by the Ottawa Charter (Mittelmark, 2005; WHO, 1986). 
However, health promotion is a process that empowers people to increase control of factors 
that lead to health, rather than focussing on disease prevention. This thesis critically explores 
SMC and points to the fact that SMC could benefit more from health promotion approaches 
if the implementing partner organisations could engage full participation of the community. 
Health promotion focuses on resource approaches rather than risk factor approaches to 
health. Partnerships for health are a gateway to building the global capacity for health 
promotion by creating a platform for communities and individuals to have access to more 
health resources (Barnes et al., 2016; Tracy & McDonald, 2015). Approaching such 
partnerships from bottom up, rather than top to down, could promote people’s participation 
and use of agency as they build capacities to change psychosocial, economic and behavioural 











2 Background  
This section gives a critical empirical and theoretical review of North-South partnerships for 
health. First it considers global governance structure of HIV/AIDS and local contexts in aid 
programming, and then situates the problem within the Botswana HIV/AIDS partnerships. 
Next, it explores literature on the state of global partnerships in global aid: giving a 
reflection on benefits and the general challenge. Further on literature review, it gives a 
critical look at partnership functioning - with a closer reflection on what brings synergy and 
what brings challenges. Existing research gaps in the field are then discussed followed by a 
presentation of research aim and objectives. This chapter ends with outlining the conceptual 
systems model used in this study. Embedded in the model is a critical review of cultural 
context and various partnership theoretical concepts on partnership antagony.  
2.1 Global context 
HIV/AIDS is a global disease governed by international institutions as an effort of global 
solidarity to address a problem that affects all regions of the world (Aginam, Harrington, & 
Yu, 2013; Seckinelgin, 2005). Global governance in aid is steered by international 
institutions like the United Nations (UN) and World Bank that seem to have power to 
enforce compliance (Barnes et al., 2016; Campbell et al., 2012). The governance structure of 
HIV/AIDS intervention, unlike the governance of aid in other humanitarian contexts, is very 
clearly delineated: it is headed by UNAIDS which is situated in Geneva (not New York 
where other UN bodies are located) to facilitate close collaboration with World Health 
Organisation (WHO) (Seckinelgin, 2005). This governance structure is influential in several 
of the large funds which contribute to the ‘emergency’ of HIV/AIDS, for example, the 
Global Fund for HIV, Malaria and TB; the President’s Emergency Plan for AIDS Relief 
(PEPFAR) and of course the MDGs. In addition several philanthropists, like Bill & Melinda 
Gates and Bill Clinton, make significant donations to the HIV/AIDS emergency. The view 
of HIV/AIDS as a global disease has been observed to bring some good, but also ‘local pain’ 
(Campbell et al., 2012; Seckinelgin, 2008). Global organisations and donors are commended 
for supporting global scientific efforts on prevention and cure for infectious and chronic 
diseases and for being a platform that facilitates funding efforts to the developing countries 
(Campbell et al., 2012; Cooper, Kirton, & Schrecker, 2016). Fighting diseases of different 
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kinds including HIV/AIDS has been possible through them, although not without its 
challenges (Cooper et al., 2016). These global bodies have been criticised for their 
approaches to health and disease. UNAIDS has been blamed for exaggeration of the state of 
HIV in Africa to keep its business progressive and affluent (Seckinelgin, 2008).  UNAIDS 
and WHO have been criticised for legitimising their interventions using the scientific 
rationality of medicine; the recipients – people affected and infected by HIV – have been 
seen as passively accepting the policy interventions. International donors’ have been blamed 
for violation of human rights as access to their interventions is often distributed inequitably, 
excluding the most disadvantaged populations of the world by concentrating resources in 
urban or high density areas (Hein & Moon, 2016). Nguyen (2009) observes that the 
international organisations sometimes select countries of focus with bias towards oil mining 
and other resources, side-lining poorer countries and working against the principle of equity 
(Nguyen, 2005, 2009). 
Another critique of the institutions in global governance for aid and international donor 
organisations is that embedded in them is the ideology of neoliberalism that focuses on 
individuals and does not consider them within their collective space, which interacts with 
and influences them (Fowler, 1998, 2000; Mawdsley, 2011; Mawdsley et al., 2014). 
Hofstede et al (2005) explain the difference between the individualistic and collectivistic 
societies. Individualism, in contrast to collectivism, believes that individuals grow up to care 
for themselves, express their own views, grow to have their own resources, choose whom to 
befriend and marry and relate to. In a collectivist society people work within networks that 
strive for harmony, expect loyalty to one another and community values, think as ‘we,’ share 
resources and communicate with high consideration to context (Hofstede et al., 2005). These 
two social structures are linked to ideology and discussed further under theory.  
2.2 A call to consider local context 
It is important to consider local context when implementing interventions in health in 
communities where cultural practices are valued and embedded in development programs. 
Although there is not much literature that explores this argument, researchers in the field 
observe that consideration of cultural context is key (Aikins et al., 2010; Barnes et al., 2016; 
BeLue et al., 2009; Jing Liu et al., 2016). Biomedical interventions are seen as dominating 




recipients of aid (Aveling, 2010; Campbell et al., 2012; Seckinelgin, 2012). Whereas cultural 
sensitivity is not completely embraced and practiced by donors in aid recipient countries, it 
is a practice in these donors’ own countries of origin and even considered a priority. Purnell 
(2013) writes that cultural competence in health care is an important approach within the 
health system in the US and the broader globe. This approach appreciates that although the 
health provider may be an expert in experiments and formulation of health interventions, 
their approach may not fit well with the recipient’s belief systems, dietary practices and their 
understanding of wellness. Therefore if the patient’s socio-cultural and behavioural practices 
are not considered, then the treatment plan or the intervention may not work. Several articles 
that BeLue et al. (2009) review observe that if success needs to be attained in fighting the 
prolonged disease burden in Africa, critical attention has to be given to the manner in which 
society and culture construct concepts of health and disease.  Some scholars see culture as a 
barrier to health interventions while others see it as an opportunity such that if  sensitivity to 
contextual aspects is applied, both curative and preventative programs would be assured of 
sustainability, leading to behaviours of the older generations passed on to the upcoming 
generations (Barnes et al., 2016; Jacobs, Ir, Bigdeli, Annear, & Van Damme, 2012).  
2.3 Research on VMMC - related to context 
It is important to explore research on VMMC that is related to context. Context needs to be 
considered both at research level, to inform policy makers, and at implementation level to 
ensure that local approaches are embraced. Much research carried out on VMMC thus far is 
biomedical, focusing on exploring the association between MC and HIV; or it involves 
acceptability studies in different countries (see Bailey et al., 2007; Kebaabetswe et al., 2003; 
Lukobo & Bailey, 2007; Mattson, Bailey, Muga, Poulussen, & Onyango, 2005; Wambura et 
al., 2011); or mathematical models used to estimate the impact of behaviour change and 
condom use (Andersson, Owens, & Paltiel, 2011). Very little research has been done on the 
sociocultural response and behavioural dynamics of the subjects who are recipients of the 
service. The few qualitative studies carried out in Africa reveal varying sociocultural factors 
inhibiting the expected response predicted through quantitative research. One study carried 
out in West African countries by Niang and Boiro (2007) found antagonistic relations 
between VMMC and cultural practices. Research in Tanzania among traditionally 
circumcising tribes shows that such cultures would embrace VMMC as long as it is done in a 
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culturally sensitive manner (Wambura et al., 2011). Another qualitative study on the 
impediments to the uptake of VMMC in Botswana by Sabone and colleagues (2013) found 
that in general, societies accept circumcision; however, the communities are against the fact 
that the VMMC program disturbs the social order. They also observed conflict between 
traditional initiation systems and VMMC. Respondents in Sabone’s research reasoned that a 
consultative, collaborative process with traditional systems that practice initiation would 
bring better results (Sabone et al., 2013). There are attractive reasons to circumcise. Men in a 
qualitative study in Botswana mention hygiene, enjoyment of sex and low chances of 
contracting HIV as the common reasons for access of service (Wirth et al., 2015). Local 
socio-cultural practices and health behaviours within recipient countries need to be 
considered. If the partner organisations could work on this, then harmonisation, a part of the 
mechanism framework of the Paris Declaration, would be fulfilled (UNAIDS, 2008). 
 
2.4 Partnerships 
2.4.1 The state of partnerships for health in global aid 
In the public health arena, a partnership approach is widely advocated as an essential 
strategy. True partnership has many dimensions: joint commitment to long term interaction, 
shared responsibility for achievement, reciprocal obligations, equality, mutuality and balance 
of power. It is known that governments in the North, international donors agencies and UN 
bodies work through International Non-Governmental Organisations (INGOs) and Private 
Voluntary Organisations (PVOs) to facilitate the disbursement of aid from the global North 
to the global South (Ashman, 2001; Contu & Girei, 2014; Forte, 2014). INGOs and PVOs 
are set up in recipient countries to partner with Southern NGOs (private-private) or with 
governments (public-private) (Buse & Walt, 2000; Gold et al., 2012; Ratzan, 2007; 
Sinanovic & Kumaranayake, 2010). There are numerous benefits for these partnerships. To 
list a few: partnerships provide a means for giving financial, technological and 
pharmaceutical support, to show transfer to recipient countries, and of course are a unified 
front for fighting diseases of global concern (Buse & Harmer, 2007; Contu & Girei, 2014; N. 
Seth, 2014). Besides tangible benefits, partnerships are also meant to strengthen the local 
socio-political environment through promoting ownership, using local strategies to 
implementation and considering cultural relevance in programing (Abrahamsen, 2006; 




2.4.2 True partnership is not easy to attain 
Many partnerships struggle to survive, yet alone thrive. The value of partnership across 
public and private sectors was a mantra enshrined in the MDG but in many ways 
partnerships are anaemic (Fehling, Nelson, & Venkatapuram, 2013; N. Seth, 2015). These 
partnerships encounter challenges that “are rarely described and discussed in published 
projects reports” (Maina-Ahlberg, Nordberg, & Tomson, 1997, p. 1229).  The UN’s renewed 
strategy, the SDGs, therefore calls for a ‘revitalisation’ of partnership for development (N. 
Seth, 2015). However, simply calling for more effective partnerships for health does not 
address the fundamental barriers to successful partnership (Wouters & Cogolati, 2015).  
There is difficulty in achieving true partnership when resources and power are unevenly 
distributed. Several researchers noticed these challenges between the North and the South. 
Scholars describe these challenges in different ways, placing emphasis on the power of the 
North over the South. These scholars use different concepts to express this power, among 
them: the new imperialism – the North’s new way of extending its power (Ferguson, 2006; 
Forte, 2014) – and unbalanced power relations (Fowler, 2000; Johnson & Wilson, 2006). 
Gosovic (2000) takes a step further by calling North-South partnerships a recolonisation of 
the South which creates intellectual dependency. Other scholars, for example Lewis (1998), 
focus on how power politics within partnerships compromise the work of INGOs. In this 
context, INGOs are seen to be experiencing an “identity crisis” as their decisions on 
implementation of programs may be perceived as dependent upon the dictates of their 
respective governments (D. J. Lewis, 1998). Consequently, it is argued that partnerships 
experience antagony which is largely caused by the Northern partners (J. Hope Corbin & 
Mittelmark, 2008; J. Hope Corbin, Mittelmark, & Lie, 2015).  
2.4.3 Rhetoric in partnerships  
Partnerships have faced disappointing shortfalls. Yet provocatively, the North-South 
‘connection’ for development has recently been described as a ‘divide’ and a ‘plague’ 
contributing to slow action for development (Johnson & Wilson, 2006). More specifically, 
McFalls (2010) argues that the rhetoric of partnerships revolves around the insincere 
ownership of programs by the South, and external agencies’ priorities that their set 
conditions and mathematically calculated targets are met, neglecting local realities . McFalls 
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(2010) assesses current partnerships in aid as not genuine, but as only deceptive strategies to 
“legitimise” the domination of the powerful under the pretence of benevolence . African 
states report that partnership relationships with the North are typically filled with tensions 
and frustration(Ashman, 2001). 
In analysing four case studies of partnerships between PVOs and African NGOs, Ashman 
found that control by the U.S government as the donor is the root cause of ineffectiveness. 
“PVOs’ internal systems for financial and management controls are more attuned to 
demands of accountability….than to the demands of partnership…” (Ashman, 2001, p. 74). 
Kenworthy (2014) used multisided ethnographic approaches to examine local HIV responses 
for a community partnership program, the Gateway Approach. Kenworthy (2014) observes 
that local efforts to participate in making partnerships a reality are overcome by the powerful 
global agendas, leaving the community voice unheard and local realities ignored. He 
therefore appeals for the revision of the architecture of global agendas which, he says like 
many other researchers, have their governance founded in old power-driven strategies (see 
also Binka, 2005; Crawford, 2003; Harrison, 2007; McFalls, 2010). 
Underlying causes for and possible solutions to the challenges have been addressed by 
various authors. Buse and Harmer (2007) outline seven habits that global public-private 
partnerships practice which inhibit performance and encourage external dominance instead 
of appreciating local systems. Among them they list: the imposition of external priorities and 
tilting the local ones; one sided decision making; and wasting resources by not maximising 
the use of existing local resources. Buse and Harmer (2007) suggest solutions for this well-
defined global governance. In their recommendation for reform, Buse and Harmer (2007) 
emphasise among others: promoting genuine national ownership of programs by embracing 
more national planning processes than external ones; agreed standard operating procedures 
to ensure mutual accountability;  and setting a more realistic target matched with available 
resources to avoid financial gaps. Although many researchers have brought out these similar 
points to caution global leaders about why public-private partnerships fail, the UN itself 
admits that the challenges persist (UN, 2008a, 2009, 2010, 2011, 2013). The most significant 
progress reported in most partnership literature is about pushing targets while other 




2.5 Partnerships for health in the context of Botswana 
2.5.1 The Botswana national HIV/AIDS operational framework for partnerships 
The Botswana Government has taken HIV/AIDS as a critical development challenge since 
the first reported case in 1985 and has set-up a local partnership structure to facilitate the 
implementation of HIV/AIDS programs. The partnership is set up to ensure participation 
from national to community level and for international resource mobilisation (NACA, 2009). 
To facilitate this, Botswana has developed a local operational document that provides 
strategic direction to the national response to HIV/AIDS, called the National Strategic 
Framework for HIV and AIDS 2010-2016 (NSF). The country has had several defined 
phases of its response to HIV, which it calls short term plans of action, since 1987. Most of 
the short term plans concentrated on clinical response until the development of the Medium 
Term Plan for 1997-2002 which provided a platform for a multi-sectoral national response 
from community level to national level. 
 The National AIDS Council is the highest national think tank chaired by the national head 
of state and comprising of political experts, national representatives of the country’s 
chieftainship and expert professionals in the medical field (NACA, 2009). The lead 
coordination agency at national level is called National AIDS Coordination Agency (NACA) 
which is housed by the Ministry of Health (MH), and is a planning and financial resource 
agency for the government. At the community level are District Health Management Teams 
(DHMTs) that manage health centres in districts. In order to involve community 
participation, Botswana government formed District-Multi-sectoral AIDS Committees 
(DMSACs) and Village Multi-sectoral AIDS Committees (VMSACs). All health 
interventions and HIV/AIDS planning are integrated into the national development planning 
and budgeting.  
Botswana, as a middle-income country, has established partnerships with international 
organisations within its internal structure. Ministry of Health through NACA has established 
long term collaborations with United States’ Centers for Disease Control (CDC) and African 
Comprehensive HIV/AIDS Partnerships (ACHAP). Behind these international organisations 
are the unseen international donors: The President’s Emergency Plan for AIDS Relief 
(PEPFAR) for CDC and Bill & Melinda Gates Foundation for ACHAP. These two 
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organisations have been operating in the country for over 15 years, CDC since 1995, and 
ACHAP since 2000, specifically co-implementing interventions on and research for 
Tuberculosis and HIV/AIDS (NACA, 2009). Because of their long standing partnership 
relationship with MH, they are called development partners (DPs). The DPs have worked 
with Botswana on HIV/AIDS strategies like, but not limited to the behavioural change 
program, Abstain, Be faithful, and Condomise (ABC); Anti-Retroviral therapy (ARV) drug 
implementation strategy; Prevention from Mother to Child Transmission (PMTCT) program 
and now the Voluntary Medical Male Circumcision Program (VMMC). The program is 
called Safe Male Circumcision (SMC) in Botswana and the partnership is discussed later.  
While this thesis is about partnerships, and not about disease, it is vital to give an overview 
of HIV/AIDS status in Botswana to make sense of the partnership formation. Botswana was 
once declared the leader in HIV infection rates in Africa and is currently rated third after 
Lesotho and Swaziland (AVERT, 2015). In 2013, the fourth Botswana AIDS Impact Survey 
(BAISIV, 2013) estimated a national population prevalence rate of 18.5 percent. In 2015 
UNAIDS recorded a prevalence rate of 22.2% among adults aged 15-49 years. Heterosexual 
sex is the common mode of HIV transmission. It is recorded that Botswana is leading in HIV 
treatment and care services in Africa, however, HIV prevention strategies have not been as 
effective (NACA 2015). 
Intervention programs for diseases like HIV/AIDS are formulated at global level and 
recommended for local implementation. In 2007 WHO recommended that countries with 
high HIV infection rates and low level of traditional circumcision implement Voluntary 
Male Medical Circumcision (VMMC). This recommendation followed results of three 
randomised control trials (RCTs) experiments in the Orange Farm in South Africa, Kenya 
and Uganda that proved that circumcision can prevent HIV transmission from women to 
men through vaginal sex, at 61% chances of prevention (based on the South African results) 
(Andersson et al., 2011; Auvert et al., 2005; Bailey et al., 2007; Donoval et al., 2006; Gray et 
al., 2007). WHO esteems VMMC as safe, affordable and as having potential to give lifelong 
benefits (Aggleton, 2007; WHO, 2015). Although critics observe that WHO’s 
recommendation for implementation of VMMC was hasty, involving inconclusive results 
(Dowsett & Couch, 2007), it is also appreciated that the WHO’s energy shows commitment 
to the goal to combat HIV is of priority in the global arena (Seckinelgin, 2012). Following 
the RCTs’ recommendations and acceptability studies for VMMC, interventions were 




acceptability studies shows a median of 65% of uncircumcised men willing to circumcise; 71 
% of women willing that their partners be circumcised and 81% willing to circumcise their 
sons (Westercamp & Bailey, 2007). In Botswana, acceptability of VMMC showed that the 
people of Botswana highly embraced the proposed surgery, with 81% of the 238 
uncircumcised men in the study willing to circumcise (Kebaabetswe et al., 2003). However, 
the study was done among non-circumcising tribes. Based on this acceptability study, 
Botswana adopted VMMC in 2007. Botswana adapted the program as Safe Male 
Circumcision (SMC)  to distinguish its difference with traditional circumcision (Ministry of 
Health, 2010).   
2.6 Partnership for SMC in Botswana 
Ministry of Health (MH) partners with two of the international in-country development 
partners – CDC funded by PEPFAR, and ACHAP funded by Bill and Melinda Gates 
Foundations – to implement SMC in Botswana. The mission of the partnership is set up 
around WHO’s recommendation for Botswana to circumcise 80% of its HIV negative male 
population over a period of five years (100,000 men per year) in order to make an impact on 
its HIV infection rate (Ministry of Health, 2010, 2011).  Critics observe that global health 
interventions are based solely on biomedical experiments and that global targets set for the 
recipients countries are only calculated using mathematical models, ignoring socio-cultural 
and behavioural realities (Campbell et al., 2012; Dowsett & Couch, 2007). For this reason, 
these global targets remain unrealistic and block ownership by local governments (Campbell 
et al., 2012).  
2.6.1 Approaches used in the SMC program 
There are two approaches used to implement SMC in Botswana; one locally initiated, and 
the other internationally imposed. Botswana government initiated to use a national 
integration strategy – an equitable implementation of the SMC program in all health centres 
in the country to ensure equal distribution of the intervention. The strategy for the integration 
approach is to make SMC part of the long term health programs in the country, embedded 
within the health system as one of the day to day health services. Regular health personnel in 
health centres would carry out the circumcision, and disseminate the program through 
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educational talks in clinics. The international program is the Models for Optimizing Volume 
and Efficiency (MOVE) approach, a PEPFAR founded method to push the public towards 
utilisation of the SMC. The MOVE approach uses television and radio advertisements, bill 
boards, newspapers and celebrity figures in the country to woo men for circumcision 
(PEPFAR, No date). PEPFAR uses neoliberalist approaches in its health implementation – 
biomedical marketing that sees health services as business products and views people as 
individual actors, hence uses an individualistic approach to convince them towards the health 
benefits (Finn, Nybell, & Shook, 2010). Such an approach ignores the tradition of 
collectivism within African communities and therefore causes a divide within the cultures or 
faces resistance (Campbell et al., 2012). It is noted that international programs are normally 
implemented as separate stand-alone entities and fail to integrate themselves within the local 
systems (Ramiah  & Reich, 2006).  
Although the acceptability rate for SMC in Botswana seemed high, the reality for 
implementation of the program proved otherwise. According to the records the maximum 
response of HIV negative men circumcised in any one year was only 39% of the 100,000 
targeted in 2012 (WHO, 2015). Many of those who circumcised were school-going children 
of ages 13-18 mobilised through schools (Ministry of Health, 2011). These numbers were 
largely reached because of peer pressure influences (Ministry of Health, 2011). Older men 
were reported to hesitate and resist circumcising because of fear of pain, socio-cultural 
reasons (Ministry of Health, 2011; Sabone et al., 2013; Wirth et al., 2016) and this is 
discussed further under theory (context). 
2.7 Literature review on partnership functioning  
2.7.1 Global 
Health partnership strategy is a widely used but little studied area in global partnerships such 
as bilateral cross-country collaboration, and especially North-South partnerships. Much of 
the literature on partnerships focuses on global governance (Abrahamsen, 2006; Fowler, 
2000) or on local community-based partnerships, for example community-academia 
partnerships. The other most researched topic on partnerships is power relations 
(Abrahamsen, 2006; Fowler, 2000; Kelly, Doyle, Weakliam, & Schönemann, 2015). Yet 
there are some studies that take a multidimensional approach (J. Hope Corbin & Mittelmark, 




Lasker, 2002). There is little research that examines partnership functioning (J. Hope Corbin 
et al., 2013; A. Jones, 2016; Lister, 2000; Wouters & Cogolati, 2015).  
 Given that health partnerships generally face challenges, research of North-South 
partnership functioning and processes where successes and difficulties are documented for 
learning, is a public health priority. The following section will focus on research that has 
been done on partnership functioning at a global and local level.  
There are a few studies that analyse partnership functioning and processes. These studies 
explore what brings about synergy – producing  greater output than those of a single entity 
operation (Lister, 2000; Mawdsley et al., 2014) – and antagony, where costs exceed benefits 
(J. Hope Corbin & Mittelmark, 2008). All in all, most studies repetitively show that sharing 
of power, a relationship that is built on trust, leadership effectiveness, transparency in 
communication, mutual accountability are found to bring about positive functioning (J.H 
Corbin, Jones, & Barry, 2016; J. Hope Corbin & Mittelmark, 2008; J. Hope Corbin et al., 
2013; J. Jones & Barry, 2011b, 2016; H. A. Weiss, Quigley, & Hayes, 2000). I discuss a few 
studies to illustrate. Weiss (2002) developed a measure for partnership synergy while the 
concept of antagony was added to partnership functioning by Corbin and Mittelmark (2008). 
I discuss synergy in this section and antagony later under theoretical framework. E. S. Weiss 
et al. (2002) designed a study that examined the relationship between partnership synergy 
and elements of partnership functioning including: leadership, administration and 
management, partnership efficiency, nonfinancial resources, partner involvement challenges, 
and community-related challenges. Jones and Barry (2011a) used the measure developed by 
Weiss et al. (2002) and another measure developed by themselves to conduct a postal survey 
examining the relationship between synergy and partnership functioning factors in 40 health 
promotion partnerships extracted from a data base. Weiss et al. (2002) and Jones and Barry 
(2011a) agree that three elements are vital predictors of partnership synergy.  
Firstly, collaborative or integrative leadership that practices shared power, distributed across 
partner organisations is a good element in generating synergy. Integrative leadership 
includes open communication about social, political and organisations’ cultural contexts in a 
way that embraces the differences to maximise success. Corbin and Mittelmark established 
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that environmental context including organisational, global and local context in which 
partnership occurs can either inhibit or cultivate synergy (J. Hope Corbin et al., 2013). 
Efficiency is the second ingredient of synergy. It includes timely open communication, 
transparency in accountability, timely plans and implementations (J. Jones & Barry, 2011a; 
E. S. Weiss et al., 2002). Where there is efficiency, goals are met timely; however, partners 
may omit proper consultation when driven by deliverables expected within given time 
frames (Mawdsley, 2011). International donors are blamed for making partner organisations 
work under pressure to adhere to their efficiency standards  (Mawdsley, 2011).  
The third element is trust. Jones and Barry (2011) add trust as the third most vital ingredient 
to synergy. They note that most partners assume that trust is already in place and do not 
necessarily invest in practically discussing it to ensure that it is understood and applied in 
partnerships. They conclude that all partnerships need training that includes the benefits of 
trust and the consequences of mistrust, as the two are interlinked and have effects on the 
partnership. Gagnon et al. (2016) and Lucero et al. (2016) establish that trust and good 
governance between research experts and community  partners is of paramount importance. 
Trust is a necessary behavioural component in partnerships to enhance relational norms, and 
to develop positive informal monitoring mechanisms between partners (Aulakh, Kotabe, & 
Sahay, 1996).  
Like many other studies on partnerships, though not necessarily on functioning, Weiss et al. 
(2002) and Jones and Barry (2011b) identify that power plays a significant role in 
determining the presence or absence of synergy (see also Ashman, Abrahamsen, Fowler, 
etc.). Both Jones and Barry (2011b) and Weiss et al. (2002) conclude that administration and 
management and other components of partnership functioning listed above in Weiss et al.’s 
(2002) study are not necessarily active ingredients for synergy. Miller et al. (2001) long 
established that there is a need for research that explores management and administration 
from the perspective of synergy. Lucero et al. particularly emphasise that it is important to 
continually demonstrate resilience and wisdom to maximise scarce capacity limits, scarce 
financial resources and limited time to bring about the best short-term and long-term 
outcomes. Elements that bring partnership synergy are not active in themselves and should 




2.7.2 Partnership functioning in the African context  
There is a lack of research literature on partnerships for health in Africa. Research on health 
partnerships in Botswana has been conducted largely on analysing ACHAP’s efforts to assist 
Botswana (George et al., 2012; Ramiah  & Reich, 2005, 2006). Ramiah  and Reich (2006) 
came up with five challenges that ACHAP confronted in the first four years in managing its 
partnership with Botswana Government. Firstly, at the start in 2000, ACHAP did not involve 
a representative of Botswana in its governance and this blinded it from understanding 
motives, the complex social realities and value system sector of the public sector. 
Botswana’s way of governing was a shock to ACHAP -  elaborate consultation with all 
sections of the community for consensus building in decision making (Moumakwa, 2011). 
Colonial memories of foreign control have fatigued African leaders, hence many foreign 
approaches to health governance face resistance (Alden & Schoeman, 2013). Ramiah  and 
Reich (2006, p. 400) quote the president of the country and the Minister of Health who 
refuted ACHAP’s approaches and stated that Botswana prides itself in managing donors. 
They said that they could not understand ACHAP’s approach of bringing its own program 
on capacity building that could only be accepted by corrupt countries with poor financial 
management systems. This kind of reaction connects with the reaction of the political leaders 
in Tanzania towards the initial implementation of Payment for Performance ( P4P)  in the 
health sector of Tanzania (Chimhutu et al., 2015; Songstad, Rekdal, Massay, & Blystad, 
2011) where the high political leadership for Tanzania resisted the neoliberalist approach 
brought in by the international donors – advocating for Tanzanian values of operation to be 
considered. The international donors also stood firm on their approach and this created 
divisions and alliances. The Tanzanian community saw the P4P approach as unfair in the 
distribution of allowances and access to training that was given only to those workers 
identified with the program (Chimhutu et al., 2015). International donors ignore equity and 
bring unfairness in the recipient countries’ systems (Campbell et al., 2012). 
Secondly, ACHAP excluded government’s technical and operational staff in 
implementation. Involving local frontline staff to work with foreign organisations in 
planning and implementation of programs can help partnerships promote consensus (Ramiah  
& Reich, 2006). Thirdly, ACHAP was rigid with its organisational governance structure and 
would not merge its management approaches with the local government. Ramiah  and Reich 
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(2006) contend that partners must understand collaboration is a learning curve and needs 
adaptation of behaviour. The fourth observation was that ACHAP had a narrow approach to 
only focus on its defined current objective and not participate in other Government Health 
forums. ACHAP acted opposite to the requirement of alignment of programs to recipient 
countries’ strategies and policy plans (Hanefeld, 2010; Rogerson, 2005). ACHAP could 
learn that a broad portfolio of activities helps external organisations learn from local 
governments (Distlerath & Macdonald, 2013).  The fifth mistake was that ACHAP insisted 
on getting government to think like them. Success in partnerships comes with willingness to 
learn from each other, and an ability to anticipate, manage and channel conflict (Ramiah  & 
Reich, 2006).   
Openness, flexibility and willingness to learn through partnership processes can improve 
collaborations. In response to the challenges it faced, ACHAP started hiring Batswana 
(people of Botswana) into its governance structure as well as creating a consultative forum in 
2004 that involves civil servants of high rank in the health sector and representatives from its 
international donors to involve Botswana Government in decision-making (George et al., 
2012). In this way, efforts to work with local systems have been made but ACHAP still 
contends that local protocols delay implementation and has consequently set up parallel 
systems (George et al., 2012). This is common among international organisations who run 
parallel health services with local government systems, where participation in both systems 
by local representatives deplete their time and energy, affecting efficiency in public service 
delivery (George et al., 2012).   
Contrariety, which opposes solidarity between partners, has been termed "antagony". J. 
Hope Corbin and Mittelmark (2008) used their results for exploring a Global Programme for 
Health Promotion Effectiveness to develop a systems model they call the Bergen Model of 
Collaborative Functioning (BMCF). When exploring the partnership in a Norwegian 
hospital's nutrition innovation, Corwin (2012) established that funding was the source of 
contention and complicated functioning. Corbin and Mittelmark called this “antagony” and 
therefore introduced it as a unique type of output, in addition to synergy and additive results, 
“representing unwanted and disturbing outcomes” (J. Hope Corbin & Mittelmark, 2008, p. 
365 ). Their findings reveal that antagony can affect partnerships negatively as partners see 
such investment as a waste of time and resources. Elements that caused antagony included 
power projected by the North over the South, one way communication, unrealistic demands 




Corbin et al., 2013). However, they also observe that antagony can improve a partnership if 
partners reflect, learn from their mistakes and work on improving its functioning (J. Hope 
Corbin & Mittelmark, 2008).  
What is further established is that as much as synergy in health promotion partnerships is 
both a process and a product (J. Jones & Barry, 2011b), antagony is also not only an ultimate 
outcome but part of partnership processes that keeps feeding back into the collaborative 
activities. They argue that partners join efforts to meet certain goals and wish for the 
partnership to produce synergy (J. Jones & Barry, 2011a). However, when there is antagony, 
partners could be willing to learn from their mistakes and improve their collaboration. When 
testing its utility in a North-South collaborative partnership in Tanzania, Corbin and 
Mittelmark (2008) note that antagony emanates from: lack of trust of the Northern donors on 
the Southern partners; contentions on capacity building and skills sharing; diverse reporting 
systems used by different donor organisations drained the Southern partners;  as well as 
inconsideration of what is appreciated as good service in the local context. Their conclusion 
is that the BMCF framework can be used in many facets of partnership functioning and 
appeal for research that can utilise this model to help partners learn and possibly improve 
their collaborations (J. Hope Corbin & Mittelmark, 2008). 
2.8 Research gaps and study objectives 
Research gaps established in the literature review on partnership functioning above are 
interconnected giving three main gaps that are the focus of this thesis. 
First, there is scanty literature that discusses partnership functioning. As indicated in the 
literature review above, research responding to the need for evidence-based strategies to 
improve health partnership functioning has only started to grow in recent years.  
Second, there are few studies that explore the association between the global context brought 
in by the Northern partners and the local contexts embedded in the Southern partners’ way of 
doing things.  
Third there is lack of literature that explores underlying causes of antagony in the North-
South partnerships. Authors on partnership functioning appeal for research that explores 
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what makes partnership difficult and what causes antagonistic results. Synergy is appreciated 
and recommendations are made that partners should learn how to maximise elements that 
influence synergy to strive for better results. Antagony comes with costs; therefore, revealing 
its underlying causes could help partners learn and change for the better. These research gaps 
offer opportunity for further development in the field of partnership functioning and 
contribution to this type of science. 
2.8.1 Aims and objectives 
The aim of this thesis is to generate knowledge that informs those responsible for global 
health related decisions, international donors, governments and partners at policy and 
implementation level on what elements bring good and bad partnership functioning. 
Specifically, the study explored context as well elements that bring synergy and antagony 
into a partnership. 
The three papers that form this thesis are anchored in this aim. The papers are not arranged 
according to the date of publication but according to the logical order of the issues as 
reflected in the theoretical framework. Paper II was published earlier than Paper I because 
data on the issue of socio-cultural context had already reached saturation. Saturation is when 
the data being collected show consistent commonalities without adding anything new 
(Bowen, 2008) . This was possible to see as I was the only one doing data collection and 
analysis and could reflect and connect information from my triangulated methods. There 
were many related categories shown during the analysis process as well (Bowen, 2008). 
Paper I data were based on observation of the development of the partnership through time; 
therefore, data collection only ceased at the time the partnership dissolved in late 2014. The 
objectives of the thesis (below) form the themes of the papers. 
In my study, I have used objectives instead of research questions. Three objectives are 
addressed in this study: 
Objective 1 is to use a systems model to establish how the functioning of the partnership on 
SMC in Botswana contributed to the outcome, including both synergy and antagony (Paper 
I). 
Objective 2 is to explore the power of context, namely, responses to SMC in relation to male 




present the views of two communities (with contrasting cultural views on circumcision) on 
the SMC consultation, implementation procedures, and campaign strategies. (Paper II). 
Objective 3 is to illuminate the actions and processes in the SMC program that contributed 
to antagony and to explore the evidence of antagony within the conceptual framework of 
therapeutic domination, iatrogenic violence, and the Trojan horse (Paper III). 
2.9 Conceptual framework 
Conceptual frameworks help unravel complex phenomena. As discussed in the literature 
review section above, partnerships in health are complex and synergistic outcomes are 
difficult to attain, entangled in economic and dual social contexts - of the Global North and 
the Global South. For Paper I, I used a systems model, the Bergen Model of Collaborative 
Functioning (BMCF) (J. Hope Corbin & Mittelmark, 2008) as an overarching framework to 
examine the processes and the functioning of the SMC partnership in Botswana. The BMCF 
model is a systems model that uses inputs, throughputs and outputs, and it is explained later 
in this section. It is illustrated in figure 1.  
Figure 1: The Bergen Model of Collaborative Functioning
 
Adapted from Corbin et al. (2015, p. 4)  
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My three papers add to different parts of the model: collaboration processes, context and 
antagony. Paper I adds to the model by discussing the functioning of a multilateral 
partnership that has a combination of public, bilateral government and private partnership. 
Paper II contributes to the development of the model by exploring the component of context; 
it exemplifies tensions between the global and local cultural context. Paper III expands on 
the concept of antagony by tracing its genesis using three theoretical concepts: therapeutic 
domination, iatrogenic violence and the Trojan horse. 
2.9.1 Partnership functioning 
I chose to use the BMCF model because although it was developed from a case study  in the 
west, the Global Programme for Health Promotion Effectiveness (GPHPE), it has been used 
to explore processes in an HIV/AIDS intervention program in Tanzania, Africa (J. Hope 
Corbin et al., 2013; Corwin et al., 2012). Paper I contributes to the use of this model to 
unravel partnership functioning from the Southern perspective and adds to the few studies 
that have used it. 
The BMCF comprises inputs, the interaction of these inputs during the collaborative process 
and outputs. Inputs include the partnership’s mission (selected approach to deal with a 
problem), partner resources (knowledge, skills, competence, etc.) and financial resources 
(funding and material inputs) (J. Hope Corbin et al., 2013). The collaborative context (or 
throughput section) of the partnership is analysed through the interaction – positive or 
negative – of four aspects that impact the maintenance (administrative) tasks and production 
tasks (related to partnership’s mission), namely, leadership, communication, roles & 
structure and the inputs themselves (J. Hope Corbin et al., 2013).  
The output of the partnership can be additive results (unaffected by collaboration of the 
partners), or synergy, where collaborating produces more than if the partners had not 
interacted with one another; or antagonistic results, where the costs of partnership exceed 
the benefits (J. Hope Corbin & Mittelmark, 2008; J. Hope Corbin et al., 2013). Additive 
results are things that could still be achieved without the partnership. This is based on the 
argument that a partnership is always built to tackle an existing problem where some action 
has been taken anyway. Synergy is what is achieved because of the “multiplicative 
interaction” of the partnership. Determinants of synergy include partner relationship 




leadership (J. Jones & Barry, 2011b, p. 409). If synergy is achieved, this may have a positive 
feedback impact on partnership inputs and functioning (J. Hope Corbin et al., 2013). For the 
purposes of this study, I define antagony as any resistance within an interaction of two 
collaborative forces that causes interference, tensions, and counter-productivity. Reflecting 
on antagonistic results may also result in positive feedback (J. Hope Corbin et al., 2013). J. 
Hope Corbin and Mittelmark (2008) note that it is possible for a partnership to include both 
synergistic and antagonistic elements concurrently. Put in mathematical terms; synergy 
(2+2=5); additive outputs (2+2=4), or antagonistic results (2+2=3 or 0) (J. Hope Corbin et 
al., 2013; Corwin et al., 2012). 
J. Hope Corbin and Mittelmark (2008) record that nearly 50% of partnerships dissolve early 
and impulsively. They observe that resources, characteristics of partners, features of the 
partnership strategy and environmental factors can either support synergy or create antagony 
between partners (J. Hope Corbin & Mittelmark, 2008: p.365). Fowler (2000) adds other 
elements may cause antagonistic outcomes in partnerships such as: paternalistic behaviour of 
those with cash power; upholding the approach of the Northern rather than the Southern 
partners; hiring staff from the North because of capacity limitations of workers from the 
South, and the North’s anxiety about loss of control. Corbin and Mittelmark (2008) argue 
that although more financial resources can improve the functioning of the relationship, 
funding can also complicate functioning:  antagony is created if partners and funders view 
the partnership as a waste of financial resources and time. A study in Indonesia found that 
priority areas are defined by the multilateral agencies only, and are a reflection of their own 
concern in the governance field, not those of the local people (Crawford, 2003).  
2.9.2 Context  
As shown in the BMCF conceptual framework in figure 1, partnerships operate within 
contexts that may be environmental or socio-cultural that affect their ways of doing things (J. 
Hope Corbin et al., 2013). As discussed earlier, several authors have written on the global 
context in which HIV/AIDS partnerships occur (Aginam et al., 2013; Campbell et al., 2012; 
Nguyen, 2009; Seckinelgin, 2005) and others on the local context of the global South where 
the interaction of the global and the local takes place (Aveling, 2010; Campbell et al., 2012; 
Daniel, 2014). Some of the authors have addressed both. Two cultures underpin the events in 
Paper II - the culture of collectivism and the individualistic culture of neoliberalism. 
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Botswana has a culture of collectivism that affects both the political arena, strategies for 
program implementation and consultative processes in decision making. In collectivist 
culture, leaders at national, district or community level are to show value for the contribution 
of the least of the lay persons in the community (Schapera, 1970). Botswana has a saying 
mafoko a kgotla a mantle otlhe meaning “ideas that are shared collectively are of great 
value” (Moumakwa, 2011). Chiefs are of great fundamental influence to any events or 
developments in the community and are highly respected (Schapera, 1970). However, this 
has been diluted by modernisation (Moumakwa, 2011). Since the chiefs are such a central 
pillar in decision-making, if their voice is removed from consultation, the system of 
consultation becomes dysfunctional (Moumakwa, 2011).  Structural and program-based 
developments in Botswana have been carried out through the chief’s consultative forums 
with the community, facilitated at a central gathering place called the kgotla. Failure to 
consult in this manner blocks the communities’ contribution and participation in 
development (Comaroff, 1985). Several authors observe that international organisations are 
not patient with the Botswana ways of consultation and decision-making processes  
(Distlerath & Macdonald, 2013; Ramiah  & Reich, 2006). Organisations like ACHAP faced 
challenges because the board of governors and employees decided to override this cultural 
procedure (Ramiah  & Reich, 2006). Progress was made only after considering using cultural 
approaches. The Botswana system of collectivism has been criticised for being time-
consuming and inconsiderate of matters of emergency like health (for example in the 
implementation of Anti-retroviral therapy program (ART) to dying HIV/AIDS patients) 
(Distlerath & Macdonald, 2013; Ramiah  & Reich, 2006).  
 
Traditional initiation is a cultural practice in Botswana, which performs circumcision as a 
rite of affirmation. In Botswana, traditional initiation for men is conducted in the wilderness 
in selected sites and commonly during winter (Mosothwane, 2001). The initiates are 
separated from the community for skills-training and challenges and only men are allowed 
(Comaroff, 1985; Mosothwane, 2001). All initiates undergo circumcision at the same time; 
their collective endurance of the pain reflects masculine strength (Meissner & Buso, 2007; 
Mosothwane, 2001). One knife is used to circumcise all initiates as a rite of affirmation 
marking transformation to manhood (Comaroff, 1985; Mosothwane, 2001; Turner, 1969). 
Missionaries considered the practice barbaric and indecent and therefore enforced its 
abolishment during the twentieth century (Mosothwane, 2001). A few tribal communities, 




The practice went through a wave of changes throughout the years with some tribal chiefs 
disregarding it in fear of punishment and others reinstating it, sometimes without MC. The 
current tribal leadership of Mochudi has revived the practice and the community upholds it 
as a special identity of their tribe (Moumakwa, 2011; Setlhabi, 2014). 
    
Neoliberalism is the ideology that dominates in global governance for aid. Neoliberalism is 
associated with laissez-faire economic liberalism – where individuals are freed from control 
by governments and can decide how they interact with the market, privatisation and free 
trade. International organisations like WHO, IMF and World Bank are in the neoliberal band 
(Harvey, 2005). Organisations like PEPFAR and Bill and Melinda Gates Foundation, whose 
establishment and funding source is in the North, are influenced by the same philosophy. 
Neoliberalism is manifest in health programs through the use of biomedical marketing 
approaches to win the interest of individuals in the health ‘product’. Biomedical marketing is 
a form of social marketing, but used to promote biomedical procedures and pharmaceuticals; 
for example, through campaigns in social media (Nelson, 2012). There is appreciation 
among researchers that neoliberalism does offer possible new methods of program 
implementation that carry in it the concept of efficiency – “dollars to numbers approach”. 
However, the approach is blamed for inconsideration of existing social structures and 
viewing their ways of doing things as the only efficient approaches (Ferguson, 2006; Finn et 
al., 2010). 
2.9.3 The underlying causes of antagony  
This thesis adapts three ideas that have been used in the partnership literature: therapeutic 
domination, iatrogenic violence and the Trojan horse. The three concepts are summarised 
below and more details are provided in Paper III. 
Therapeutic domination, as in the doctor-patient relationship, occurs when the intervenor 
“claims obedience by virtue of the application of a scientifically valid, impersonal procedure 
… in the context of crisis” (McFalls, 2010, p. 322) – effectively, expertise given with 
arrogance. Rottenburg (2009) describes therapeutic domination as a superior power position 
taken by those with the biomedical know-how to manage and direct treatment programs in 
countries that are poor and vulnerable to such powerful imposition. Mawdsley (2011) sees 
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aid as a strange gift that is unreciprocated, adopting a lopsided social order where the 
superior givers do not allow the recipient to show their dignified status by giving something 
back. Usually a gift implies obligation to give back something of equal value. Mawdsley 
(2011, p. 259) calls aid ‘negative giving’ which carries ‘symbolic domination’. The 
neoliberal approach that is used to deliver these gifts is individualistic and destroys the local 
collective action that recipient communities normally operate under (Rasmussen, 
2013).“While the language of global HIV/AIDS policy is partnership (ownership, alignment 
and mutual accountability), the reality is closer to therapeutic domination with donors 
controlling the nature and extent of interventions” (Daniel, 2014, p. 418). Therapeutic 
domination shifts the sovereignty power of the indigenous government and gives it to 
organisations operating at global level, above national answerability (Rottenburg, 2009, p. 
425). 
Iatrogenic violence means good intentions that cause unintended harm. Iatrogenesis is a 
concept from the practice of medicine (meaning injury caused by a doctor) applied to the aid 
context by McFalls (2010) and termed iatrogenic violence: despite good intentions to give 
benevolent humanitarian services, aid can sometimes cause social disruption. This is the 
term used to refer to unintended antagony in this paper. St-Pierre (2014) notes that the 
assistance brought by international organisations to developing countries blends the 
therapeutic, the commercial and the humanitarian. Although countries in the South are 
criticised for receiving external help without reflecting on consequences, some have resisted 
the power of the North in their country’s affairs (Alden & Schoeman, 2013). International 
organisations normally threaten to pull out services where there is resistance, and this St-
Pierre (2014) calls iatrogenic imperialism. 
The third idea, aid as a Trojan horse, conceptualises aid as a deceitful strategy (though 
accepted willingly by the recipient) to gain control of the recipient country’s approach to 
particular services. Antagony arises from the strategic exercise of power by a more powerful 
partner, with a hidden agenda to control the partnership. Fowler (2000) uses the metaphoric 
phrase ‘Terminological Trojan horse of partnerships’ to describe the subtle power of the 
international donors from the North who come into the Global South with the deceptive 
tactic of empowering the weak and seeking to share responsibility of disease burdens but 
turn to bring false hope and destruction in many ways. Welcoming aid from the North into 




health and development processes (Fowler, 2000). But this act of welcoming also implies a 
degree of agency (Campbell et al., 2012). Critics see partnership within the new aid agenda 
as an instrument for deeper, wider and more effective penetration into the country’s 
development choices (Abrahamsen, 2006; Esser, 2014). 
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3 Methodology 
3.1 Study Design 
In this section, I firstly give a concise description of the philosophical positioning of my 
methodology and methods procedures. Secondly, I discuss the trustworthiness of my 
methodological choice showing how my analytical and interpretive processes are used to 
contribute to its reliability and dependability. I introduce these concepts in this chapter and 
discuss them in the section, Discussion Methodology, in Chapter 5. Limitations and 
strengths of the methods are also elaborated in Chapter 5.   
I used a qualitative ethnographic enquiry to explore the SMC program in Botswana. 
Ethnography is a study design where the researcher explores the interactions of a particular 
phenomenon with culture, from the point of view of the participants of study (Silverman, 
2016). Whereas qualitative research methods inclusive of ethnography, case study and 
phenomenology are all interested in examining social processes, insights and meanings 
(Creswell, 2007), among them ethnography stands out as an appropriate tool to use to deduce 
cultural meanings that inform people’s responses and interpretations of their day-to-day 
lived experiences (Golbart & Hustler, 2005). “Ethnographies are necessary to describe 
complex phenomena, generate theoretical models and reframe questions” (Feuer, Towne, & 
Shavelson, 2002, p. 8 ). Although ethnography is a method commonly known to involve the 
researcher spending long periods of time in the field observing and participating in people’s 
daily lives, scholars have now constructed rapid ethnography. Rapid ethnography “is a 
collection of field methods intended to provide a reasonable understanding of users and their 
activities given significant time pressures and limited time in the field” (Millen, 2000, p. 
280). I used rapid ethnography. Although my research was conducted over a combined 
period of 17 months through 2012-2015, to observe and interview people on the SMC 
phenomenon, I had my research scheduled only within certain periods of each year where 
important events of the SMC intervention were taking place (see schedule of research). 
However, observations in newspapers, radio, television and in corridors were continuously 
made without scheduling, during research phases. Whereas ethnography continues making 
its mark in the research, it is, like all other research methods not immune to both external 
and  internal limitations (Silverman, 2013). It is expensive, time-consuming and its results 




Wall, 1993). Ethnography, like all qualitative research methods does not have clear cut 
guidelines which can be followed with accuracy like the gold standard of quantitative 
research (Hammersley, 2005). This on its own is a strength to be able to collect people’s 
experiences with openness (Shavelson & Towne, 2004).  As Creswell (2013) states, this way 
of research produces multiple realities. This leads me to discuss epistemology interactively 
with ontology and axiology, the former being elaborated. 
3.1.2 Epistemology 
Epistemology is the nature of knowledge and the interaction between the researcher and the 
stakeholders to achieve such knowledge (Mertens, 2008). It seeks to understand what and 
how knowledge is acquired. In the case of qualitative research, it is the production of 
knowledge which reflects the researcher’s subjectivity and participants’ own subjectivity in 
relation to a particular phenomenon, within their specific context (Stacy & Little, 2007). 
“The relationship between the researcher and the researched is not based on a power 
paradigm but involves a transformation and emancipation of both the participant and the 
researcher” (Chilisa, 2011, p. 36).  Qualitative research is hinged on process theory which 
believes in giving explanations that tell a narrative about how a series of events develops to 
produce particular conclusions (Van de Van, 2007). Ethnographers acquire their knowledge 
by being active in the participants’ context, spending lengthy periods in the field, so as to 
understand what is real within a certain political, social, economic and gender context. The 
knowledge of this research was generated from observing the partnership of the SMC 
program and the way the community responded to its implementation strategies over a 
period of 17 months. My interaction with the participants, (despite my being an educated 
Motswana woman studying in Norway, and they being within their socio-context, caught 
between modernisation and traditional practices of initiation) produced knowledge about the 
phenomenon of medical circumcision.  
This interaction produced multiple realities as per the ontological stand. Ontology relates to 
the nature of reality and its features (Creswell, 2013; Mertens, 2008). The ontological stance 
of qualitative research is that social reality is historically bound but constructed based on the 
social context, hence multiple realities (Chilisa, 2011). Ontology  rejects cultural relativism 
and establishes what is real (Mertens, 2008). Society has both objective and subjective 
reality; therefore, it is crucial to create meaning together. My research considered different 
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understandings of the MC phenomenon such as: the practice of traditional initiation; non-
initiating cultures; the rationale of SMC; the global context of aid including the unseen 
donors; the in-country partners’ response to global and cultural contexts; views from men 
and women. These different understandings emerge from different constructions of reality 
and truth; social constructionism contends that context and culture influence how people 
form their views on a phenomenon (Chilisa, 2011). Also, research has to be done right. 
Axiology is assumptions about rules and standards of social justice, upholding human rights 
and respecting cultural norms  (Chilisa, 2011; Mertens, 2008). It is therefore crucial that 
researchers reflect on their values while carrying out the research (Creswell, 2007; Mertens, 
2008). I carried out this research committed to social justice and guided by good morality 
and by the qualitative concept of reflexivity, discussed later. 
3.2 Study setting 
Study sites are chosen because the specific features they hold contribute to the sample design 
(Ritchie, Lewis, Nicholls, & Ormston, 2013). There were three sites chosen for the study: 
Gaborone, Mochudi and Hukuntsi. Gaborone was chosen because it is the administrative 
centre of the SMC program where national officers are based and could inform the study 
about the functioning of the partnership. Mochudi and Hukuntsi villages were chosen to 
contribute the cultural explorations of the study with one practicing MC within traditional 
initiation and the other not. Data for all three papers were from all three areas, with Paper II 
emphasising data from Mochudi and Hukuntsi as communities with specific cultures; Papers 
I and III data are from all three sites with main respondents being national and district 
administrative officers of the program. Table 1 provides details of population and HIV 
prevalence for each research site (located on the map, p. xvi). 
3.2.1 Gaborone 
Gaborone is the capital city of Botswana located in the South-eastern part of the country and 
15km from the South African border (W. Seth, 2008). It is a major operational centre for 
central government including all ministries, main government departments, colleges and 
universities (Botswana Government, 2011). It also houses large commercial businesses like 
shopping centres, which employ many citizens and migrants. Gaborone has no tribal 
affiliation but is a recipient of all Batswana tribes as people of different communities, 




health services, Gaborone has the biggest referral hospital in the country with more than 15 
health centres, public primary hospitals and clinics, 2 large private hospitals and several 
private clinics.  
3.2.2 Mochudi 
Mochudi is a semi-urban community situated in the Bakgatla tribal region, about 40km 
north-east of Gaborone. It is the centre for Kgatleng District council and is home to the 
district’s Rural Administrative Centre (RAC) – a decentralised service point for most 
government departments in the district (MFDP, 2011). It is a well-developed village with 
seven public secondary schools, ten primary schools and good tarred roads (MFDP, 2011). 
Mochudi is a community of the Bakgatla tribe that has been practicing traditional initiation 
since the 1800s, with some groups of initiates going through traditional circumcision and 
others not (Comaroff, 1985; Sabone et al., 2013). The practice of traditional initiation made 
it an interesting study site to get cultural responses to the SMC program. 
3.2.3 Hukuntsi 
Hukuntsi is located in one of the most remote rural parts of Botswana, situated 
approximately 520 km west of Gaborone. It is one of the four major villages in the 
Kgalagadi Desert, and is the headquarters of the Kgalagadi North Sub-District. Hukuntsi is 
the least developed community among the three chosen research sites: with one primary 
hospital, a public clinic and one junior secondary school. Besides these basic developments, 
Hukuntsi has few economic attractions and little immigration. Although a larger population 
of Hukuntsi is Bangologa people, it is commonly known as a home of the Kgalagadi tribe, 
an adapted group identity to cater for other tribes within the community (Hermans & Nteta, 
1995). Bakgalagadi tribe of Hukuntsi village has never practiced traditional initiation and 
circumcision (Comaroff, 1985). Its positioning in the less developed part of the country, as 
well as no practice of initiation, made it an interesting village to explore for cultural views 





Table 1: Merged tables on Population Distribution and HIV prevalence by district.  
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20,477  10,353 10,124 18.2%  18.1% 
3.3 Selection of research participants 
Selection of study participants is guided by the research question as well as access to the 
setting (Skovdal & Cornish, 2015). Ethnographers allow the field to inform their decision on 
how best to approach answering the research question (Silverman, 2013). Although I already 
had categories of participants in mind, I allowed the field to point specific individuals and 
groups of people as key participants to the study. Selection of participants was greatly 
influenced by the 2012 annual strategic planning meeting for the SMC partners that I was 
invited to attend and observe. This meeting gave me an overview of the program and 
covered key questions in my study therefore, guiding the relevant steps to take to elicit 
participants’ experiences of the program from national level to community level. In this way, 
I used purposive sampling to effectively fulfil the aims of my study. The difference between 
sampling for qualitative and quantitative enquiry is that “the former is concerned with the 
purposive representation of character and the latter with statistical representation using 
random selection to represent population distribution” (Ritchie et al., 2013, p. 116). Bias of 
the qualitative researcher is a natural disadvantage of purposive sampling since decisions of 
who should participate is based on their judgement and control. Critics argue that findings of 
the research could be different if the participants are not the same (Devers & Frankel, 2000; 
Skovdal & Cornish, 2015).There are five main categories of participants: national lead 




MOVE implementing teams; traditional community leaders in Mochudi and Hukuntsi; men 
– the target population of the program – in all three research sites.   
3.3.1 National lead officers of the program 
All three organisations that formed the SMC partnership had national lead officers in the 
categories of coordinators/directors of the program as well as staff members responsible for 
different implementation sections. National lead officers were chosen because they had an 
understanding of the aims and objectives of the program as well as its origins. They also had 
experience that could inform the study on the different phases of program and partnership 
functioning. The thirty officers (observed at the strategic meeting) were of different 
categories: national project coordinators/directors for all three partners, regional 
coordinators, project management leaders, surgeons and medical officers, program 
coordinators at district level and program leaders from the CDC contracted companies. 
These were of great interest to give a thorough overview of the program nationally. It was 
crucial to interview the five top project leaders because they have authority to give in-depth 
and detailed descriptions of the partnership and inform the researcher on important events 
that shaped its functioning. They were also in a position to give an overview of the general 
response and experience of the specific tribal communities and cultures to the program. Out 
of the five, three were from MH where the project coordinator nominated the other two 
officers to participate. The other two of the five were from CDC and ACHAP. 
3.3.2 District Health Management Teams and Mochudi MOVE team 
District Health Management Teams (DHMTs) and MOVE teams manage the program at 
district level, the former being a government service team while the latter work for ACHAP 
or CDC. The DHMTs were selected because of their role as managers of different health 
programs who carry immense experience of how health management and implementing staff 
juggle different programs. MOVE teams were only focused on the implementation of SMC. 
Each of these had team members who only worked with administrative issues while others 
were direct implementers. DHMTs and MOVE teams represented the partnership at district 
level. These served as ideal participants as they could inform the research on the level of 
participation of staff from either side, availability of resources, communication and 
administrative exchanges between themselves, and testify on responses of community 
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members, as well as the partnership at district level. A group of five to seven participants 
comprised the Mochudi and Hukuntsi DHMT respectively; and six participants for the 
Mochudi MOVE team. 
3.3.3 Traditional Community Leaders 
For exploring the cultural relevance of SMC, the elders and chieftainship of the communities 
were the obvious informants. In Botswana, chiefs are the custodian of the culture; preserving 
culture is maintaining the community’s identity and is taken as a community leader’s role 
(Comaroff, 1985). Also, the setup of Botswana’s operational structure for all types of 
programs is that the traditional leadership is contacted and informed first about all program 
intentions to help communities (Moumakwa, 2010). They, therefore, are watchdogs of how 
programs interact with the people’s tradition. Altogether, 25 traditional leaders participated 
in Mochudi and three in Hukuntsi village. 
 3.3.4 Men – the target population of the program 
Men are the target population of the program, therefore, automatically well-positioned to 
give in-depth descriptions of their experiences with the program and its interaction with their 
culture. The study included men of all ages eligible for the program (15-49). The traditional 
leaders mentioned also gave their personal experiences of the program. A total of ten men 
from two groups in Hukuntsi participated in the study through FDG and interviews; 30 men 
in Mochudi and 200 in Gaborone through participant observations in public campaigns. 
3.4 Data collection and methods 
Data were collected over a total period of 17 months between December 2012 and July 2015. 
As discussed earlier, the study used rapid ethnography. I scheduled my data collection 
periods at different phases of the program. This is reflected in Table 2 on the cyclic order of 
fieldwork below. I moved between all three sites for follow-ups and cyclic interviews and 
would normally use a number of weeks within the given spread of time (given in months). 
The phases of data collection were: 1. December 2012 – February 2013; 2. June-August 
2013; 3. January- August 2014; 4. May-August 2015. All three papers were written with data 
from all participants described above. However, data for Paper II had already reached 
saturation by 2014, hence its early publication. Data collection for Paper I and III reached 




procedures used to collect and analyse data” (King & Horrocks, 2010, p. 6). The research 
question, study approach and types of participants influence choice of methods (Creswell, 
2013; Skovdal & Cornish, 2015). Ethnographic methods: interviews, FDGs, observation and 
participant observation were used. 
3.4.1 In-depth Interviews 
Interviews help explore individual points of view, meanings and perceptions of a 
phenomenon (DiCicco-Bloom & Crabtree, 2006; Skovdal & Cornish, 2015).  I used a semi-
structured interview guide to allow in-depth questioning to co-create meanings with 
interviewees; also allowing deeper exploration of the phenomenon and flexibility to include 
other information shared (Creswell, 2013), consequently giving me rich descriptions. 
However, caution had to be applied to ensure the interviewees kept to the subject discussed. 
In total, 39 interviews were conducted, eight of which were conducted with national lead 
officers of the program. Six interviews with men were scheduled and in-depth while the 
remaining 25 interviews were part of the 230 participants observed at MOVE campaigns, 
which were a mix of spontaneity and reference to the interview guide. The interview guide 
(see appendix ii) included topics to explore gaps between globally determined targets on 
HIV programming and local realities; the functioning of the partnership - seeking to identify 
synergy and antagony; types of tensions that the partnership experienced.  
3.4.2 Focus Group Discussions 
Focus groups for qualitative research are groups of people with similar background and 
experience of the phenomenon of enquiry (Barbour, 2005; Creswell, 2007; Skovdal & 
Cornish, 2015). It is therefore crucial to ensure that every member of the group feels 
comfortable with the subject of discussion even if they may be meeting other members of the 
group for the first time (Barbour, 2005). Implementers of the program at district level, as 
well as traditional leaders in Mochudi and Hukuntsi, preferred to participate as groups in the 
study. I conducted five Focus Group Discussions (FGDs) altogether: 1. Hukuntsi DHMT 
with seven participants; Mochudi DHMT with five participants; Mochudi MOVE team with 
five participants; Mochudi traditional leaders with 25 participants; and Hukuntsi traditional 
leaders with five participants. It is noted that 25 is too large a number to be called an FGD, 
however, traditional protocol demanded that the elders be addressed as one. The advantage 
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of FGDs is that members probe each other’s meanings on sharing information (Creswell, 
2013), however, it is easy for group members to be passive and not participate more, 
especially if the group combination has people of different positions (Barbour, 2005; 
Krueger & Casey, 2014). In this study, all FGDs displayed hierarchy of one kind or the 
other. Senior and junior officers were combined together in the DHMT and MOVE teams. 
Traditional leader groups comprised senior and junior chiefs. Although this was not a 
challenge in Hukuntsi, in Mochudi only10 respondents were active in the discussions. This is 
also partly because the group was too large; hence, shy members could easily hide.   
3.4.3 Observation and participant observation  
Observation methods can either be participatory or non-participatory. Participant observation 
is a method where the researcher spends time in the community to study people’s lives in 
relation to the topic of study (Skovdal & Cornish, 2015). Participant observation is inherent 
in ethnographic studies with anthropological origin (Ritchie et al., 2013). However, different 
studies like educational and health studies now adapt the method and apply it in a rapid way, 
hence the term ‘rapid ethnography’ (Skovdal & Cornish, 2015). My participant observation 
approach was mostly scheduled but also rapid. I observed participants under a certain 
situation within a certain scheduled period of time and noted their responses, behaviours, 
conversations in relation to the atmosphere they were exposed to, the theme of the event as 
well as the timing. I observed 30 officers at the 2012 three-day meeting, and conducted 
participant observations at two MOVE campaigns in Mochudi and Gaborone. During the 
campaigns, I interacted with different stakeholders including SMC mobilisers, men coming 
in and out to listen to campaign messages, a few women accompanying men and officers 
conducting HIV testing on the site. The three-day meeting was restricted to observation only, 
while I was allowed to participate – ask questions and comment – in the MOVE campaigns. 
Generally, I observed how SMC was advertised: television advertisements, radio 




MH, SMC project manager Interview ( round 2 enquiry) 
MH, North - SMC regional coordinator Interview ( round 2 enquiry) 
ACHAP, MOVE team : 6 implementers Focused Group Discussion 6 
DHMT – Hukuntsi: 7 officers Focused Group Discussion – 7 
DHMT – Mochudi: 2 officers Group discussion 
SMC  MOVE Campaign  - Mochudi : 15- 35 
participants; 2 SMC mobilisers and men 
Participant observation 
2012 to 2015 Media Observing adverts on TV, MOVE 
branding and poster adverts, Radio 
shows, reading news papers 
June-August 2014 SMC  MOVE Campaign  - Gaborone : 100-350 
mobile participants; 12 SMC mobilisers and men 
Women 
Participant observation  
 
Interviews 
January to July 
2015 
MH, SMC  Coordinator 
CDC, SMC Coordinator  
ACHAP, Programs Director 
Women ( data not included in this thesis) 
Interview (round 3 enquiry) 
Unsuccessful appointments for 
interviews 
Interviews  
July 2015 CDC, SMC Coordinator  
ACHAP, Programs Director 
Unsuccessful appointments for 
interviews 
 
Table 3: Demographic details of participants and data collection methods 
Role Details Method Age M F 
Leaders in Partner 
Organisations 
MH National SMC Co-ordinator IDI 40-60 1  
MH  National Project Advisor IDI  1 
MH Northern Regional Co-ordinator IDI  1 
CDC SMC Co-ordinator IDI  1 
ACHAP Programs Director IDI 1  
National and District 
SMC leaders 
National and DHMT combined 
meeting 
Observation  30 40-60 16 14 
Implementers ACHAP team Mochudi FGD 25-50 3 2 
DHMT Hukuntsi FGD 25-45 4 1 
DHMT Mochudi FGD 25-50 - 5 
Social Workers Hukuntsi FGD 25-40 9 - 
Traditional leaders Bakgatla Chief, Mochudi IDI 40-80 1  
Bakgatla traditional leaders, 
Mochudi 
Group interview 25  
Bakgalakgadi Chief, Hukuntsi IDI 1  
Men Mochudi FGD 20-35 6  
Men  Mochudi Participant 
observations 
15-60 30  
Men Hukuntsi FGD 20-35 7  
Women Hukuntsi FGD 30-40 6  
Women Gaborone FGD 30-48 7  
Men Gaborone Participant 
observation 
15-60 200  
Total    316 25 
Table 2: The Cyclic order of fieldwork 
Time Participant/s Approach 
December 2012 30 participants for the 3 Day planning meeting for 




February to July 
2013 
 MH, SMC  Coordinator Interview ( round 2 enquiry) 
CDC, SMC Coordinator Interview ( round 2 enquiry) 
ACHAP, Programs Director Interview ( round 2 enquiry) 
40 
3.5 Data Analysis 
The data analysis process has been extensively described in the papers. Data were reanalysed 
for each paper. Firstly, transparency on data storage and transcription is key in compiling 
data. Data was stored in a securely locked computer and notebooks. Three research assistants 
transcribed the data. In order to ensure accuracy and validate what was transcribed, the first 
author translated all transcribed data from Setswana to English and cross-checked those 
already transcribed in English to verify transcripts against audio recordings. Another aspect 
of research that increases reliability is consistency in the coding process (Parker, 2011). In 
my analysis, repetitive coding of a large portion of my data with a group of two other 
qualitative researchers, increased reliability. Creswell (2007) explains that for qualitative 
researchers, inter-coding agreement is based on whether two or more coders agree on codes 
used for the same passage in the text.  
 
The analysis process was largely inductive with multiple quotations supporting the common 
themes that emerged among a team of three people involved in the analysis (Graneheim & 
Lundman, 2004). Daly et al.’s (2007) recommendation to make sure that there was not a drift 
or a shift in the definition and meaning of codes during the process of coding, was followed. 
The coding was accompanied by writing memos and code definitions. The codes were 
constantly cross-checked and compared as much as possible. Consistency in coding 
increased the reliability of my data (Golafshani, 2003). I used the scientific software of 
Nvivo that is highly recommended by qualitative researchers to manage and analyse the data 
(Pope & Mays, 2008). Following Attride-Stirling (2001) stages of data analysis, data are 
initially read to code topics raised by the participants. Then themes are abstracted from the 
coded sections and grouped into organizing themes, which are then further clustered to 
global themes. In view of these themes, time was taken to reflect on the data to relate the 
findings to the research question. In order to strengthen the objectivity of the data, the team 
discussed organising and global themes to reach a consensus throughout the analysis, 
ensuring stability and relevance. In accordance with Rapley (2010) and Silverman (2013) the 
global themes, which form the conclusion of my results in all three papers, are largely 
supported by the data. The tables showing basic themes, organising themes and global 




3.6 Role of Researcher - Reflexivity 
Constructivists acknowledge the influence of the researcher on the research process and 
therefore emphasize reflexivity reflecting biases and flaws during the process of the 
production of knowledge (Silverman, 2013). The rhetorical structure of an ethnographic 
narration, whether in a poetic or story form, should show thick descriptions, presenting 
details of emotions, beliefs and socio-cultural relationships “while examining cause and 
sequence that follow grand narratives” (Creswell, 2007, p. 194). In ethnography, the voices 
of individuals and the subjectivity of the researcher must be heard (Golbart & Hustler, 2005). 
The researcher’s reality is not necessarily the same as that of the participants of the study, 
neither is it the same as the readers’ realities (Creswell, 2007; Parker, 2011). The 
researcher’s knowledge could be influenced by her academic exposure and her social 
experiences (Creswell, 2013; Silverman, 2013). 
 It was crucial in my case, as a researcher conducting an ethnographic investigation in the 
country and tribal communities that I relate with, to have continuous reflexivity. I was aware 
that my biases could affect the quality of the data throughout the research process – data 
collection, data analysis, writing for publications (i.e. presentation of findings). During some 
review processes, both internal and external journal reviewers pointed out bias forcing me to 
reflect again. The description below explains the root of my biases that are now addressed 
through academic maturity. 
 “I will take the risk!” This statement that pumped continually in my mind was a warning 
that I am part of the social world that I was studying; the me “self” colliding with me 
“author” (Golbart and Hustler 2005). I determined in my heart that even though it is 
culturally sensitive and personally embarrassing, I would find a way to explore the 
acceptance of SMC in Botswana. This embarrassment came up frequently whenever I had to 
explain the topic of my research to Batswana, especially in their language. I realised the 
shame is internalised from my childhood upbringing. This internal shame blocked some of 
my interview attempts with men. One taxi driver expressed with astonishment, “Young as 
you are, a woman for that matter! Are you asking men, even old men…, about their penis?” 
It was hard to answer such a question. My embedded culture collided with the professional 
me. I was ever cautious about my selection of language, lest I “insult” the informants. For 
my male informants I always had to ask general and non-direct questions before striking on 
42 
what I really wanted to find out. This way, I managed to elicit rich data from culturally 
challenging contexts. 
I have extensive experience working with international organisations in a different field and 
had to be aware of the biases I have from my experiences. I immensely support HIV 
interventions that may help my fellow countrymen, and wish they could be implemented 
quickly, but I am also an advocate of respect for local cultural views and wish foreign aid 
could respect people’s cultures. Awareness of the role of emotions is key to note as a 
researcher (Creswell, 2007). I had to continuously block the emotional rage that kept 
choking me whenever I listened to the seemingly irreconcilable collision of Batswana’s 
culture of initiation with the program of SMC. What do you do if you are a native who wants 
your country free of the HIV scourge, but at the same time want to maintain the cultural 
practices that teach morality and strong manhood? My father would always quote how 
initiation training curtailed their waywardness and strengthened them as men. I grew up 
appreciating evidence of such training from elderly men in my community. Their conduct, 
based on values developed through initiation, are models to all boys in the community at 
large. I always had to be aware of this strong cultural connection so as to avoid bias in my 
interpretation of data. 
Rhetorical assumptions are grounded on the belief that the researcher has to show how he 
makes the account of his research persuasive and compelling, so that his findings achieve 
respectability, even to the positivist wing (Denzin, 2009).  It is therefore important to share 
the analytical process of the study and demonstrate its credibility (reliability) and validity  
(dependability) which could then justify  generalisability (transferability) (Creswell, 2007, 
2013). The narrative of ethnographers needs to embed validation and credibility in order to 
be persuasive (Stacy & Little, 2007).While social researchers embrace this view, they 
recommend to use quantitative equivalents to explain the persuasiveness of qualitative 
studies (Creswell, 2007, 2013). The argument is that qualitative researchers who continue to 
use positivists’ terminologies declare that qualitative research can be embedded in 
quantitative research (Creswell, 2007; Stacy & Little, 2007).  Below, I address the questions 
of reliability, dependability and transferability to show how I tackled data collection and data 





Trustworthiness is the criterion of ensuring rigour in qualitative research. Three constructs of 
satisfying rigour include reliability, validity and transferability  (Guba & Lincoln, 1994) 
which are discussed using the qualitative terms below. As mentioned above, I reflect on the 
trustworthiness of my methodology in Chapter 5. 
3.7.1 Reliability/Dependability  
The thick descriptions in ethnography should be shared in a way that demonstrates 
reliability. Reliability is the equivalent of internal validity in quantitative research, meaning 
how sound and truly reflective of the phenomena the findings are (Chilisa, 2011; Silverman, 
2013). In quantitative terms, reliability is the extent to which results are steady and 
unswerving over time and truthful representation of the total population under study. The 
results can thus be replicated under a similar methodology because the research instrument is 
considered to be reliable and unchanging (Golafshani, 2003). This assumption of a rigid 
inflexible social world is contradictory to the qualitative/interpretive assumption that the 
social world is continuously shifting and the notion of replication is itself problematic 
(Hammersley, 2005; Silverman, 2013). In qualitative research, actual words of individuals 
are used to show the different perspectives of the phenomenon.  
There is a challenge to show evidence and consistency of these multiple realities. For 
example in my study there were different constructions of MC. Cultures that practiced 
initiation believed that MC, carried out with initiates as a collective in the wilderness, is a 
symbol of strength, maturity and true manhood. The performance is done collectively to 
show support and collective endurance through life challenges. Medical MC (SMC) is a 
mechanical surgical procedure that sees the body as an entity and focuses on giving physical 
health. People are self-interpreting animals and therefore, they cannot be squared within a 
scientifically defined structure of meanings and defined analytical categories (Chilisa, 2011). 
People have interpretations they attach to a phenomenon, and these interpretations can be 
influenced by circumstances around them (Creswell, 2013). The researcher’s responsibility 
is to show that a true picture of the phenomenon under study is being presented by sharing 
processes and procedures involved (Shenton, 2004). In ethnography, reliability can be 
enhanced through detailed field notes that are transcribed from an audio recorder, and 
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ensuring that pauses, and sounds are captured for transparency of how participants presented 
their views of the phenomenon (Creswell, 2007). Consistent use of topic guide  as well as 
data collected by the same researcher also helps ensure dependability  (Creswell, 2013).  
3.7.2 Validity/Credibility 
Validity is the determination of whether a measurement instrument in quantitative 
research has "credibility" and measures what it is supposed to measure (Kvale, 1994). 
According to Creswell (2009, p. 190) qualitative validity means “the researcher 
checks for the accuracy of the findings by employing certain procedures”. 
Hammersley (1990, p. 57) also postulates that validity is “the extent to which an 
account accurately represents the social phenomenon to which it refers”. In order to 
operationalize the concept of validity in qualitative research, Lincon and Guba (1985) 
propose practices such as extensive work in the field and the triangulation of data of 
sources. Following the ethnographic approach to research, I spent a total of 17 
months in the field investigating the subject. This gave me rich data that even reached 
saturation level. The 17 months are spread through December 2012 to July 2015. I 
followed the SMC program through its different phases. This allowed time for 
exploring different cultural responses to the program, checking inconsistencies in 
reporting and addressing biases (Creswell, 2013). In order to provide corroborating 
evidence, triangulation of methods is recommended to bring rigor and to support 
themes or perceptions (Creswell, 2013). I used different methods of study including 
observation, interviews and focus group discussion to ensure triangulation. These 
methods are discussed in more detail below. Multiple methods helped me cross-check 
consistency of responses from all approaches. The various data sources were analysed 
connecting different groups of participants from different sources of data. As 
Silverman (2013) recommends, themes that form the conclusions of the research in 
all three papers are supported with broad descriptive quotations from all different 
methods used, saturating data. 
3.7.3 Transferability/Generalisability  
Generalisability is driven by a positivist philosophy that believes that there is stable reality 




(Green & Thorogood, 2009). On the contrary, many qualitative researchers discard 
generalisability as a goal (Creswell, 2007). My results are not generalizable because I 
subjectively explore people’s construct of meanings within their particular context. What is 
real is what they experience, which may be different from what the next person experiences, 
even within the same culture. Several qualitative studies on the topic taken together may 
produce generalisability. Had there been published qualitative research on the similar issues 
that I am exploring, I would explore similarities and contradictions to place my research 
within such studies. However, principles, like context and genuine partnership, are 
transferable.  
3.8 Ethical considerations 
This study was granted ethical clearance by the Norwegian Social Sciences Data Services 
(NSD) and the Ministry of Health (MH) in Botswana (see appendices xi). MH granted two 
types of permits: one as a general acceptance of the topic and the other being permission to 
interview health workers at ministry level, district level and officers of development 
partners.  
Participation in the study was voluntary. Signed informed consent was obtained from 
individuals and focus group participants as well as the observed participants (see appendix 
ix). In order to protect participants, anonymity was promised to individual participants, 
hence, vagueness in labelling participants in the results sections of all three papers. However, 
anonymity to the different partner organisations was not promised. Traditional protocol in 
Mochudi permitted that only the chief signs on behalf of participating community elders. 
The 25 individual elders participating upheld this protocol and, therefore, only gave verbal 
consent. At the end of it all, the willingness of participants to participate remains key to 
ethical conduct (Silverman, 2013). I had a dilemma on how to represent participants in the 
papers, especially the partner organisations. In Paper II, which was written first, I named the 
organisations as they are. However, in Papers I and III, I called them DPs so as to be vague 
in representation. Generally, I have been vague in labelling participants in the findings 




In this chapter, I summarise findings from the three papers that contribute to this thesis. The 
papers are arranged systematically to show logic of content and do not necessarily follow 
dates of publication. The three articles are interlinked and blend together to produce the 
theme of this thesis: partnership functioning within a cultural context. Paper I analysed 
processes of the partnership which produced synergistic and antagonistic results; Paper II 
illuminates one of the antagonistic results which is tensions between the community and the 
biomedical marketing approaches used by the program; Paper III also takes the results for 
Paper I and reanalyses them further to investigate the types of antagony that the partnership 
experienced at global level.  
Tables 4,5,6: Organising and global themes emerging from data analysis (full analysis 
tables for all three papers can be found in Appendix i) 
Table 4: Paper I Organising and Global themes 
Global themes for Paper I are the three parts of the BMFC model: Input, Throughput, 
Feedback mission and Output. 
Organising themes Global themes 
Clear partner mission  
Input Approaches to the mission 
Financial resource contribution 
Partner resource contribution 




Mission threatened Feedback mission 
Antagony Output 
 
Table 5: Paper II Organising and Global themes 
Global themes for Paper II reveal the context of the partnership in relation to cultural 
interactions with the SMC implementation strategies. 
Organising themes Global themes 
Secrecy  
Cultural circumcision taboos breached Male domain 
Language controversies 
Sexualising circumcision  
Public marketing Creating generational clashes 
The chief’s voice is stronger 
Initial co-operation  
Disillusionment, frustration and resistance Consultation and participation 
Lack of genuine consultation 





Table 6: Paper III Organising and Global themes 
Evidence of the three global themes in Paper III - the underlying causes of antagony; 
therapeutic domination, iatrogenic violence and the Trojan horse, are seen throughout the 
four tensions/types of antagony below. For details, see discussion analysis in Paper III. 
Organising themes Global themes – Types of antagony 
Tensions around the integration approach  
Antagony around approaches to the 
mission 
Tensions around MOVE implementation approach within the 
partnership 
Tensions around different reporting systems 
Tensions with community on MOVE approach 
National leadership of the program is questioned Antagony around local leadership and 
commitment DHMTs’ commitment to program is queried 
Financial power defines ownership Antagony around financial power and 
ownership MH’s role is confused 
Target setting is questioned  
Antagony around the target There is irony in SMC public demand and equipment supply 
Target not met – donors pull away resources 
4.1 Paper I 
The first paper uses a systems model, the Bergen Model of Collaborative Functioning 
(BMCF), to establish how the Botswana SMC program functions as a North-South 
partnership. It specifically explores how the functioning of the partnership contributed to the 
outcome. The main informants of this paper were leaders of the program at national and 
district level, and some issues raised were validated by comments and responses from 
community members in all three sites. Four elements of the BMCF theoretical model are 
used to analyse data and assess the functioning of the partnership: 1.Input, 2.Throughput and 
3.Output and 4. Feedback to mission, and these formed our global themes. 
4.1.1 Input 
Inputs are resources contributed by partners to implement the mission. The partners are clear 
about their mission to circumcise 80% of HIV negative men of ages 15-49, making a target 
of 100,000 men each year throughout a period of 5 years. There were two approaches used to 
achieve the mission: 1.a locally initiated integration approach whose intention was to 
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incorporate SMC into the whole health system, in all health centres around the country since 
2009; 2. an externally formulated MOVE approach which was introduced by PEPFAR in 
2011 to help speed up progress in pushing target. The MOVE approach focused only on a 
few selected districts in the country. Participants expressed that the resources brought into 
the partnership were more than what the government of Botswana could afford alone.    
4.1.2 Throughput 
Partnerships have operational contexts that include managements and administrative tasks, 
communication and reporting tasks as well as activity based tasks on the ground. Resource 
distribution and utilisation, as well as interaction of different roles were evident as partners 
worked together. The MH was regarded as the owner, leader and coordinator of the program 
while other partners were support organisations and complemented the government’s efforts 
to reach the mission. Much was achieved through resource and skill interaction of the 
partners: more men were reached; Government health workers gained new skills from the 
DPs; Botswana Government gained new resources that could be used permanently like 
health centre structures. However, there were several challenges: the MOVE and integration 
approach were competitively judged, with MOVE seen as quicker to achieve results than 
integration; staff resource distribution was a point of contention; permanence of program 
mattered more to Government while quick results were of priority to the DPs; local 
ownership and coordination efforts were not fully appreciated from the national leadership to 
the DHMTs; MH’s structural and equipment contribution was disregarded and DPs’ 
financial contribution seen as more valuable. In that way, the DPs expressed superiority and 
implied ownership claims. Most of all, failure to meet the target caused the greatest tension. 
WHO was criticised for setting an ‘unrealistic’ target, but MH was scapegoated for accepting 
it. Regardless of the conflicts and disagreements, the three partner organisations made 
strategic efforts to confront different challenges; however, the international donors funding 
the DPs minimised funding from 2013 and ultimately pulled out in 2014, cutting off the 
DPs’ participation in the program. 
4.1.3 Output 
The SMC partnership functioning produced all three types of results suggested by the BMCF 
systems model. The MH could still carry out circumcision even if the partnership was not 




to achieve the mission. The partnership attained a lot of good or synergistic results: health 
centres were built contributing a permanent resource to the country, skills were gained by 
local people and most importantly more men were reached. The ultimate antagonistic 
outcome: the DPs pulling away was propelled by failure to meet the externally imposed 
target.  
4.2 Paper II 
The second paper explores community responses to SMC program consultation processes, 
implementation procedures and campaign strategies in relation to circumcision as part of 
traditional initiation practices. The larger part of the data for this paper was collected from 
traditional leaders aged 45-80 and young men aged 20-45 in the two sites with specific 
cultures: Mochudi community of Bakgatla tribe, which is a circumcising culture and 
Hukuntsi community of the Bakgalagadi tribe, which is a non-circumcising culture. 
4.2.1 Cultural circumcision taboos breached  
Circumcision in some traditional cultures was treated with secrecy and viewed as a man’s 
space. Therefore, public discussions about the subject of circumcision and the penis as a 
male private organ were not appreciated. Public discussions and activities that were regarded 
as breaching secrecy included research like mine (conducted by a woman), the MOVE 
advertisements on circumcision, celebrity’s campaigns, and circumcision procedures 
performed by women in public clinics. Additionally, the SMC program’s initial use of 
traditional initiation terms and phrases to advertise medical circumcision was detested by the 
house of chiefs at national level and village chiefs.  
4.2.2 Public marketing 
The public advertisements about SMC brought generational clashes in the community, 
breaching cultural silence about issues surrounding the penis. Furthermore, men of all ages, 
professionals and uneducated men had a general view that language used in the 
advertisements was sexualised. The advertisements were seen as more to attract men towards 
the intervention than educate them on the benefits of medical circumcision. While SMC 
partners intensified biomedical advertisements, the circumcising cultures were 
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recommending that chiefs should be used to persuade men to circumcise in a way that fits 
their traditions. Besides culture related taboos, men resisted circumcision because of fear of 
going through HIV tests. 
 
4.2.3 Consultation and participation 
There were several reactions towards SMC by different cultures. The Bakgatla of Mochudi 
community initially embraced SMC with the anticipation that it would be considerate of 
their initiation protocols and standards, but the SMC program breached a number of these. 
The non-circumcising culture of the Bakgalagadi responded with resistance at the initial 
introduction of SMC in their community. They saw SMC as imposing practices of other 
cultures on them and very few turned up for circumcision until more consultation was done 
and clarity about the program given. Other initiating cultures (like the Herero) did not openly 
declare their stand about SMC nor guide officers on the best way to deal with them, but 
instead, practiced their initiation and circumcising ceremonies in silence. The SMC national 
and district officers were aware of these tensions and made an effort to address them, but 
superficially. The individualised neoliberal approach taken by the international organisations 
to market SMC as a product counteracted the culture of collectivism that initiation and 
circumcision are rooted in. 
4.3 Paper III 
Paper III uses similar data sources as Paper I but illuminates the actions and processes in the 
SMC partnership that contributed to antagony. The different tensions that lead to antagony 
were: 1. antagony around approaches to the mission; 2. antagony around local leadership and 
commitment; 3. antagony around financial power and ownership; 4. antagony around target. 
The antagony was mainly to deal with external donors’ conditions and little to do with the 
internal collaboration of in-country partners. The paper establishes three causes of antagony 
that run through the four themes above: iatrogenic violence, therapeutic domination and the 
Trojan horse. The Trojan horse and therapeutic domination are both about power, but the 
former is deceptive (illustrated by the understanding of ‘ownership’ from the recipient side 
and the donor side) and the latter is a particular form of power, that of ‘expert’ to the 
‘ignorant’. Iatrogenic violence: the intention of the donor is good, but the intervention causes 





This chapter comprises discussion of methodology and results. The chapter first addresses 
methodological considerations, then focuses on significant implications of the findings that 
have not been discussed in Papers I, II and III.    
5.1 Discussion of methodology 
In this section, I critically discuss limitations of my methods.  
The qualitative research method, just like quantitative research, has shortcomings, and the 
important thing is for the researcher to be aware of the methodological flaws of their chosen 
paradigm so that these are addressed not only during research processes, but should be 
reflected on even after conclusions of the study. The ability of qualitative enquiry to use non-
predefined alternative answers as in quantitative enquiry availed opportunity for the practice 
of ethnographic methods, allowing participants to share their experiences with SMC from 
any angle. However, the influence of the researcher on a study, choices made regarding 
methods, participants selection, data interpretation and analysis all affect research (Creswell, 
2013; Malterud, 2001). Therefore, it is crucial to reflect on how these might have affected 
the different aspects of validity (Malterud, 2001).   
5.1.1 Challenges with ethnographic design 
Ethnography as a method of study is credited for its ability to draw out participants’ in-depth 
experiences, not only to hear what they say but to see what they do (Atkinson & 
Hammersley, 1994; Malterud, 2001). Because of time limitations, I applied rapid-
ethnography (scheduled and specific to participants) instead of the traditional one. Although 
criticised for its narrowness, rapid ethnography helped me focus energy on particular 
participants, do specific observations within limited scheduled time and still get rich data 
(Millen, 2000; Skovdal & Cornish, 2015). My approach to adapt ethnographic enquiries to 
the field situation allowed me to make several follow-up enquiries throughout the years as 
the SMC program evolved. However, all data could not be included in the publication of the 
three papers. The space limitations in journal articles restricted me to reveal certain truths 
and omit other truths, for example: I was limited to describe all that I observed formally and 
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informally as an enhancement of what participants said. Also, data in the papers had to be 
narrowed down to particular themes which does not necessarily show all views from all 
categories of participants that I talked to in the whole study, like women and men’s beliefs 
and myths about SMC (see table on participants). Beyond the three articles, more truths can 
be revealed out of the data. 
5.1.2 Challenges during data collection 
The researcher’s physical presence in the field is a defining criterion for ethnography and it 
comes with challenges. It was not easy to get appointments on time with national, district 
and MOVE team officers; however, tapping into personal relationships to link me to the 
right people, as well as persistence, helped. Officers showed great support for the research, 
expressing that it will help in giving feedback. However, they had little time for interviews. 
This influenced content of the data, some questions not asked or not fully answered because 
of the rush. Missed questions are covered in interviews with other officers or in subsequent 
interviews. I had planned more participant observations in different MOVE campaigns, but 
several of them were cancelled last minute for different reasons. Additionally, the distance of 
Hukuntsi village from my place of abode disadvantaged the research in that not much 
community observation was done in the area as compared to the other two sites. However, 
collecting data from different levels of participants, and using different methods, brought 
data to saturation. Although DP interviewees were as generous in giving information as MH 
officers, they showed hesitance to participate in subsequent interviews after the period of 
reducing target between the end of 2013 to 2015. This was also due to the fact that there 
were new officers in the positions, for example, DP1 coordinator had moved. The research 
topic was regarded as sensitive by most participants. Community participants were easy to 
access, but not always free and willing to discuss the topic. Some interviews were aborted. It 
is vital to discuss specific issues with regard to reflexivity, validity, credibility and 
transferability. 
5.1.3 Role of the researcher/Reflexivity 
Reflexivity disputes the belief of a researcher as a neutral observer and is therefore a good 
tool in preparing for, reflecting and confronting the challenges of a qualitative enquiry. The 
researcher affects the research at all levels. The “researcher’s background and position will 




most appropriate, and the framing and communication of conclusions” (Malterud, 2001, p. 
483). These influences should not be looked at negatively, but should be acknowledged 
(Malterud, 2001). It is these influences that motivate the researcher to fill the gap in the field 
(Atkinson & Hammersley, 1994). I was consciously and continuously reflexive and ensured 
that my past experiences with global donors did not influence my data collection and 
analysis. I started data collection with a few investigations and observations using a pre-
drawn interview guide and open-ended questions. However, I allowed the field to inform me 
on what to ask before I could proceed. The 2012 three-day strategic meeting I attended 
informed the whole research, gave it direction and challenged me to reformulate the 
interview guide at different phases and with particular participants, without losing the focus 
of the research questions. This strategy reduced my influence on data collection, to explore 
informants’ real experiences without preconceptions. Reflexivity can also be practiced at 
data analysis and interpretation stages allowing others to review (Bradley, Curry, & Devers, 
2007). I exercised this by involving two other researchers in the larger part of data analysis 
and having back and forth feedback with the co-authors on my papers about the competing 
conclusions of the study.  
Participants regarded me as both an insider and an outsider at the same time (Gobo, 2010). I 
was viewed an insider as a fellow countryman, but an outsider as a researcher who seemed 
aloof from participants’ experiences. Officers at the 2012 three-day meeting kept showing 
awareness of my presence when commenting on discussions, e.g. “I know Masego will write 
this as a researcher but…I have to say my views on this issue.” However, they seemed free 
to debate issues transparently when reassured of anonymity. The elders in Mochudi 
community saw me as ‘their child’ because I come from another Bakgatla tribe that used to 
circumcise before arrival of the missionaries. They spoke freely against SMC and in defence 
of their culture, seemingly believing I was on their side. Although hesitant to talk to a 
woman about issues of “male secrecy” from the beginning, they opened up freely during the 
research process. I was also regarded as an advocate and asked to take their views to the 
SMC program officers so that their concerns could be addressed. Some participants viewed 
my research as one about ‘the penis’ and not the SMC program; therefore, my gender as 
woman, as well as my petite physical stature, was initially a stumbling block for them to 
participate. Some young men in the community were more erotic in their responses with 
attempts to win my attention to their romanticised conversations. This placed me in an 
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awkward position. I actively used the ‘bracketing’ approach to get the participants back to 
the real issues, as recommended by Creswell (2013).  
5.1.4 Validity/Credibility 
Validity is a quantitative trustworthiness concept that intends to investigate if the research is 
true. Steps followed in this research affirm data validity.  First, I used triangulation, which is 
recommended as a way to show reliability (Lincon & Guba, 1985; Pope & Mays, 2008). 
Four methods of inquiry were used: participant observation, interviews, FGDs and 
observations. Using multiple methods created opportunity to get participants’ views from 
different angles. Second,  data validation increases reliability (Bradley et al., 2007). 
Information that was incomplete was revisited, sampled quotes were verbally validated as 
true, and participants could confirm to me experiences that were applicable to the larger 
community. Doing cyclic interviews with a number of participants created an opportunity to 
validate data collected previously with the same participants and adjustments made 
accordingly. For example, most of the participants that were observed in the 2012 three-day 
planning meeting were interviewed later, while others took part in FGDs at a later stage (see 
table on cyclic fieldwork). Third, reaching saturation is a good indication for consistency in 
the truths about a phenomenon. This was realised through triangulation of data collected 
through different methods. Fourth, approaches and processes used in data analysis helped 
raise the reliability of the research (Creswell, 2013). The analysis team members separately 
used Thematic Network Analysis and came up with themes that were then compared and 
agreed upon. Data were reanalysed for every paper, to reach specific themes using inductive 
and deductive approaches. For example, to reach conclusions about types of antagony in 
Paper III, data were analysed in three steps: first analysed in general, exploring partnership 
processes, which revealed antagony; and then analysed again to establish the specific ways 
that created antagony; and lastly deductively reanalysed to establish evidence for antagony 
whose genesis is iatrogenic violence, therapeutic domination and Trojan horse. Conclusions 
for every paper were reached through a systematic analysis of data following the general 






Dependability is twofold. The first part is concerned with whether the data collected through 
the sample of the study are answering the research question(s), while the other part is 
whether the findings of the study can be applied in other settings (Golafshani, 2003; 
Malterud, 2001). Dependability is shown through the researcher’s consistency in approaches 
to analysing data to answer the research question and reach conclusions (Lincon & Guba, 
1985). The aim of the study is to explore synergy and antagony between external and 
internal ideologies in implementing SMC through experiences of the Botswana community 
with the program. Together, the three papers answer the research question, but there are 
limitations. Results for Paper I show the need for internationally formulated programs to 
consider local realities, otherwise the opposite results in resistance. Narrowing this paper to 
particular global themes was a bottleneck to shedding more light on a wide variety of views 
from men and women of all ages. However, low response of men to circumcise (see table on 
targets) supports more resistance than acceptance of the program. The paper, therefore, 
shows reasons for the gap between target setting and target realisation at community level. 
Theoretical frameworks and theoretical concepts should be applied using the principles of 
grounded theory, an inductive approach, to reach conclusions (Skovdal & Cornish, 2015; 
Strauss & Corbin, 1994). Adhering to this principle, a systems model was used to analyse 
partnership processes for Paper II. The results revealed all aspects of partnership output: 
additive results synergy and antagony. However, the pulling away of partners at the end 
reflected costs more than benefits (antagony). Paper III used a deductive analysis approach, 
against the principles of grounded theory, to reach the conclusion that there are three types of 
antagony in the partnership. 
5.1.6 Transferability 
Transferability of the results of the study confirms data dependability. However, it is argued 
that “No study , irrespective of the method used, can provide findings that are universally 
transferable”(Malterud, 2001, p. 485).  One great limitation of this study is that the data 
sample was a small population, with specific age definition, within few communities. It 
therefore, like all qualitative research, cannot be representative of the larger population 
(Creswell, 2013; Skovdal & Cornish, 2015). The findings were obtained from three sites; a 
city with no specific culture, a semi urban community with a specific culture but great 
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influence of civilisation and a rural community with a specific culture. The results were not 
representative of a pure culture and cannot be universally applied squarely to other cultures. 
However, the use of triangulation and validation method confirmed similar responses of 
participants across all sites, therefore, these could be transferable to similar contexts within 
limits. Some studies from the Sub-Saharan Africa region have shown some similar responses 
as men in Botswana. A systematic review of similar studies as mine could strengthen the 
transferability of these results to a wider context, even regional. However, it should be noted 
that research questions and contexts in which participants respond differ. Qualitative truths 
change with time and there are often new experiences, even for a single person, in relation to 
the phenomenon (Creswell, 2013).   
5.2 Discussion- Results 
This study has contributed extensively to the scientific study of partnerships. It has used the 
BMCF systems theory to analyse the Botswana SMC partnership. The findings contributed 
to this theory by exploring the concept of context further to show conflict between global 
and local context. The study then expands on one level of output in the BMCF model, 
antagony - showing different types of antagony in partnerships (financial, ownership, 
community tensions) - and elaborating on the underlying causes of such antagony: 
therapeutic domination, iatrogenic violence and the Trojan horse. Tying the three papers 
together, I identified three main findings that account for the failure of the Botswana SMC 
partnership: 1. that all three in-country partners had attitudes that were counterproductive to 
the success of the partnership; 2. there was resistance at different levels by the recipient 
government and communities; 3. it is the international donors rather than the in-country 
partners who put pressure on the partnership. 
 
5.2.1 Counterproductive attitudes 
First, all three in-country partners had attitudes that were counterproductive to the success of 
the partnership. The MH’s program leaders and implementers had an attitude of 
complacency that made them give in to demands of international donors as well as 
compromise Botswana local standards of consultation with communities, while the DPs’ and 
international donors had an attitude of knowing best. MH had a locally formulated SMC 




aligned their support with it, initially. Instead of realigning and strengthening the same 
strategy to be able to speed up meeting the target later, in 2011, MH allowed the DPs to 
establish a parallel program (MOVE) that then continuously caused tensions between the 
DHMTs and the MOVE implementation teams. At the 2012 strategic meeting, one MH’s top 
official appealed for consideration of equity when implementing MOVE, but this was hardly 
followed-up and never attained. Scholars advise that Southern partners need to use radical 
approaches to ensure that  people-centred health services are provided (St-Pierre, 2014). The 
components of alignment and harmonisation emphasised in the Paris Declaration’s 
framework of aid effectiveness were underplayed in this case (UNAIDS, 2008). The 
recipient’s own plans were not supported to the end and national administration system of 
equity was compromised (Rogerson, 2005). On the one hand,  Alden and Schoeman (2013) 
argue that developing countries should stand against historical legacies of colonialism and 
imperialism that still prevail today and take the opportunity to use the proposed global set 
standards as reason for their resistance. St-Pierre (2014) makes us aware that while the South 
is in need of health interventions, the Northern companies are in need of business. The South 
should not be afraid of losing donations as long as their resistance is within the set 
requirements of global governance for aid, because, in that way, they stand a chance of 
getting their voices heard (St-Pierre, 2014). Nonetheless, the issue of trust, the North trusting 
the South, is shaky and makes alignment of programs to local approaches unstable (J. Jones 
& Barry, 2011b; Rogerson, 2005). Transaction costs and conditionality set by the donors 
make it complicated for one preferred strategy, especially local strategies of the Southern 
partners, to be followed (Ramiah  & Reich, 2006). This makes it difficult for recipient 
countries to control their health agenda and, therefore, weakens recipients’ ‘ownership’ of 
programs (Barnes et al., 2016; Ramiah  & Reich, 2006). More often than not, international 
organisations implement strategies that work in parallel instead of in harmony with local 
systems of operation (Distlerath & Macdonald, 2013; Ramiah  & Reich, 2005, 2006). In 
2002, under their partnership on the ARV program, Botswana Government stood against 
ACHAP for overstepping its role of facilitator and turning itself into an implementer, but this 
took three years for them to cease this interference (Ramiah  & Reich, 2005, 2006). Similar 
experience is noted in the study of South Africa’s and Zambia’s ARV programs through a 
private-civil society partnership, where policy formulation and program implementation was 
run by international actors and the program run parallel to the countries’ internal systems 
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(Hanefeld, 2010). This approach was criticised for lack of sustainability, for 
overrepresentation of senior staff from US organisations; hence, funding that was promised 
Zambian government was not truly reflected. This takes away the states’ sovereignty instead 
of building capacity (Hanefeld, 2010). Critics observe that for as long as a country largely 
depends on donor funding, it will be difficult to work against their conditions. In fact, under 
such conditions following country consultation and implementation mechanisms are only lip 
service (Hanefeld, 2010; Miranda et al., 2016).  
The international organisations had an attitude of knowing best. In Paper III, I use Fowler’s 
(2000) and McFalls’(2010) descriptions of such behaviour to expose underlying causes of 
antagony: therapeutic domination, iatrogenic violence and the Trojan horse. These three 
causes of antagony also reflect the attitude of knowing best. In the Botswana SMC case, the 
attitude of ‘knowing best’ comes at two levels: that the SMC program was regarded as 
‘better’ than the traditional circumcision as it is hygienic and medically safe, and that the 
MOVE approach was regarded as a better approach than the MH’s integration approach to 
mobilising men for circumcision. 
These attitudes increase in degree of intensity.  
5.2.1.1 Therapeutic domination 
First, therapeutic domination is the arrogance of knowing best, as in the doctor-patient 
relationship. The one who dominates is not aware that their pride undermines local 
knowledge and strategies. Therapeutic domination was visible when MH revealed confusion 
over its identity – whether it was ‘owner,’  ‘parent,’ or ‘baby. The fact is, even though an 
owner, MH needed support and its level of financial contribution was lower than that of the 
DPs when its principle of equity was compromised by MOVE. Second, when the integration 
approach seemed slow to push the target of circumcising 100, 000 men in a year, PEPFAR 
introduced the MOVE approach through DP1. Much attention was given to the MOVE 
approach for mobilisation since 2011 when it was introduced and the MH’s integration 
approach was suppressed. MOVE also had inequity in distribution of services. Indeed 
financial power makes survival of aid partnerships grossly dependent on the decisions and 
interests of the international donors (Crawford, 2003). Critics argue that the fancy 
leadership/ownership phrases given the recipient countries are just a facade to cover the 
continuous exercise of power by the international financial agencies (Crawford, 2003). The 




reality is closer to therapeutic domination with donors controlling the nature and extent of 
interventions for the “good” of the recipient (McFalls, 2010).  
5.2.1.2 Iatrogenic violence 
The second attitude is the intention to do good but unintentionally causing harm (iatrogenic 
violence). Iatrogenic violence overlaps with therapeutic domination on inequity in 
distribution of services and when the SMC program, especially the MOVE approaches to 
marketing, caused disruption in the cultural customs. McFalls (2010) argues that 
humanitarian intervention on a genuine existing problem can cause havoc instead of help, the 
harm being unintended. The creation of dependency and stripping local people of their 
agency is a form of iatrogenic violence (Daniel, 2014). Secondly, the abrupt withdrawal of 
donors’ resources and implementation support caused operational disruption, “the pain” and 
the “violence”. 
5.2.1.3 Trojan horse 
The third attitude, the Trojan horse carries within it deception, power and control. This links 
with what I have discussed in the introduction – that HIV is treated as an emergency and 
implementation of services is done under some pressure. The deceptive gift was evident 
when MOVE excited MH as a tool for success, but also caused destruction by pulling away. 
One obvious falsehood of this gift was that US pharmaceutical companies were benefiting 
from this humanitarian service by oversupply of surgery kits yet blaming MH for misuse of 
funds. Pharmaceutical companies pushed their commercial agenda through the false gift (St-
Pierre, 2014). Guilhot (2005) describes external agencies as pretending to be ‘catalysts’ 
under the pretext that they are quickening  processes to achieve locally set goals, yet exerting 
their external control. These findings characterise how the domineering power of the North 
over the South is concealed (Fowler, 2000). 
5.2.2 Resistance by recipient 
Trojan horse implies the deception of the donor is welcomed by the recipient, yet Botswana 
demonstrated resistance on a number of different levels. The first level of resistance was 
with the national leadership: While literature notes that WHO valued SMC as a powerful 
intervention to HIV prevention and even implemented it as emergency with inconclusive 
results (Aggleton, 2007),  Botswana national leadership seemed to see SMC as a non-
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emergency/non-crucial program and did not give it much attention. The national leaders 
expressed that they were too busy to attend to this and asked DPs and MH to talk to the 
village chiefs and trust their decisions. The second level of resistance was on use of local 
funds: although Botswana is praised for contributing much on HIV/AIDS interventions 
through its GDP (Resch et al., 2015), when DPs demanded the amount of government’s 
contribution to SMC, the MH coordinator reported that government preferred to raise funds 
from other international donors besides the mentioned DPs. The government counted its 
infrastructure and availability of staff as a huge contribution. The third level of resistance 
was on coordination: MH was irritated by the DP’s persistence that they change their way of 
coordinating the north and south regions and stood their ground to not change it. It has been 
a bitter relationship in the past, it is better now, said a DP1 officer. The fourth level of 
resistance was the DHMTs not prioritising a prevention program: The DHMT officers made 
it clear that they prioritised attending to ill patients rather than SMC. Resistance was evident 
when DPs interfered with the Botswana socio-cultural aspects. For example, both MH and 
DHMTs appreciated the DPs medical help in carrying out the surgery, but MH questioned 
the effectiveness of bringing young US Peace Corps volunteers to talk about the sensitive 
topic of circumcision with older men in the community when Batswana young people had 
not succeeded in this. The fifth level of resistance was community’s hesitance to take up 
SMC: Traditional leaders wanted initiation protocols adhered to. Also men in the community 
resisted SMC because of pain, fear of HIV testing and the fact that they had always had their 
foreskins and never contracted HIV.  
It is important that the recipient’s governance structure is genuinely consulted at all levels 
before the implementation of interventions so that implementation is made with the 
knowledge of local priorities as well as local management and implementation approaches. 
Many global health initiatives are formulated externally by international organisations like 
UNAIDS and WHO and recommended to the global South for implementation by the global 
South as an already assembled package (Ashman, 2001). The scenery of consultations is 
such that country representatives who participate in the WHO high level forums sign in for 
interventions with little chance to consult with their own countrymen of all levels 
(WHO/UNAIDS, 2007). NACA (2009) share that Botswana prevention programs through 
the years have been given less attention than cure of disease, and there are measures being 
put in place to address this. However, developing countries’ budget constraints limit them 




target-oriented programs tend to dominate and control because they value the cost of time 
over and above the value of negotiations; hence, they rush implementations leaving the 
communities behind. WHO encourages that recipient governments’ systems of management 
and coordination be respected (WHO/UNAIDS, 2007). However, this seems to be only lip 
service. International organisations believe that their management strategies are quick and 
efficient while recipients tend to follow long processes and procedures (Distlerath & 
Macdonald, 2013; Ramiah  & Reich, 2006). 
5.2.3 Pressure from external donors 
The third finding (linked to the fifth level of resistance above) is that it is the international 
donors rather than the in-country partners whose demand of target fulfilment and accounting 
procedures put pressure in the partnership. Such pressure made in-country partners 
seemingly ignore contextual issues: the local culture of collectivism that stresses genuine 
consultation with the community and adherence to the protocols of traditional initiation 
(Ramiah  & Reich, 2006). Many respondents representing the international in-country 
partners (DPs) are concerned that the program ignored genuine consultation with the 
community and consideration of community members as real partners. Many said similar 
words like DP1 top officer:   
.. looking back I will never do a program like this again … I would start with the key 
partner who is the people of Botswana, the beneficiaries and the cultural structures 
like the community leaders or the religious leaders.  
In many of their responses, the DPs showed that even though they could understand and 
appreciate Botswana’s resistance to the program at all levels and wished to change, they had 
pressure from donors to account for donated monies and had little time to address such 
concerns. Donors and designers of medical programs like this one should know that people 
live within a social cultural context and reason with their cultural standards and expectations 
before accepting externally imposed programs (Skovdal et al., 2011). International private, 
bilateral or non-governmental organisations tend to work as puppets for their funders; their 
voices are silenced by donors’ demands and so they fail to make genuine impact through 
capacity building, following local systems of working and relevant approaches prescribed by 
communities (Kenworthy, 2014; D. Lewis, 1998). These in-country implementing 
organisations are ‘caught’ between donors and recipients – donors, on the one hand, telling 
them what to do and yet, on the other hand, their own understanding is that the donor’s 
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wishes will not be effective.  These implementing organisations also try to make adaptations 
so that the program will be more effective (Thamuku & Daniel, 2013). This probably 
depends on the structure between the donor and the implementer. What matters more to 
donors is dollar-to-numbers rather than sustainability of programs (Ashman, 2001). Donors’ 
sanctions for not fulfilling targets are linked to market-like sanctions (Rogerson, 2005). MH 
could not get the DPs to hold back their vigorous MOVE strategy and reconsider consulting 
communities first, but when the partners left the program they planned to take in the 
communities as true partners to formulate implementation strategies with them and hopefully 
get a positive speedy response from men, said MH lead officer. 
5.3 Implications of the study 
The implications of the study are that the effectiveness on sustainability of health programs 
is compromised by lack of genuine consultation with recipient countries at all levels 
(national to community) and all stages (planning, design, implementation, evaluation). The 
local people’s way of understanding disease is understudied, therefore, underestimated. 
There is lack of rigorous qualitative studies that complement acceptability studies for every 
health intervention. Multidisciplinary models of research on disease that include qualitative 
studies to capture people’s perspectives towards disease as well as local approaches could 
inform design of interventions. Also, the monitoring system used for the Paris Declaration’s 
mechanism of operation like harmonisation, alignment, ownership, mutual accountability 
and results captures only numbers, but not local perspectives. The evidence of antagony in 
the SMC program in Botswana has implications for North-South health partnerships theory 
and practice. The South’s attitude of complacency silences their voices. The global 
governance structure, like OECD, is weak in ensuring that Northern partners adhere to the 
principles laid out by the Paris Declaration to ensure true partnership.  
As to theory development, the results of this study have suggested root causes of antagony 
that partnership planners and managers should be alert to. As to practice, evidence for 
iatrogenic violence has highlighted the need for partnership interventions to prevent good 
partner intentions accidentally producing bad outcomes. Evidence for the Trojan horse and 
therapeutic domination have highlighted the need for vigilance at the stage of establishing a 




agendas. As an appeal, researchers should consider exploring measurement of antagony in 
partnerships just as they have done for synergy. 
5.4 Limitations 
This thesis has not included all data collected from 2012 to 2015, therefore misses the views 
of other community members like women and men who preferred circumcision, myths 
around circumcision and other observations data kept in field notes. This undermines the 
strength of the ethnographic method, to show data of long experience in the field. However, 
ethnography has developed such that it can be done in scheduled times and confined to 
specific issues like organisational and cultural ethnography in this case. Selection of data for 
the three papers also makes the analysis biased. It is acknowledged that purposive sampling 
used may have narrow views of the larger community of Botswana. Also, open-ended 
questions allow room for expression of passionate and emotional views that may not be a 
general view of the communities or organisations represented. While reflexivity was 
systematically applied throughout data collection, it is possible that the first author’s gender, 
as a woman, may have restricted responses by men; the objections quoted above show that 
the involvement of women is considered culturally insensitive. Whereas all partner 
organisations are given equal opportunities to participate in the research, the MH was more 
forthcoming in allowing several officers to be interviewed. MH was also more available for 
interviews at different phases as the partnership evolved. In that way, some partners have not 
had a chance to give their full views and experiences at different phases of the partnership. 
However, each organisation had given its frank overall view of the partnership in the initial 
three-day planning meeting that the researcher attended, and in immediate second 
interviews. Although it was evident that most decisions affecting implementation and 
partnership relations had an influence of the external donors’ pressures, the first author was 
not able to access them for direct interviews.  
 
Although this study may be used as a learning resource, the exploratory nature of this study 
makes the results not generalizable. However, lessons learnt, like the need for genuine 
consultation, are valuable for other countries to consider. The study also gives important 
insightful lessons on partnership functioning for aspects that can be embraced and those that 
can be avoided. The findings of this study are particularly relevant for rural settings and do 
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not give the perspective of how this is working in larger and urban communities. The 
response given by the cultures represented in this study may not necessarily represent the 
views of other ethnic groups within the country.  
5.5 Conclusion 
This study explored the context of the SMC partnership in Botswana as well elements that 
brought synergy and antagony in the partnership. First, inputs like financial resources, 
“ownership” and the target influenced the outcome of the partnership. A combination of 
inputs by partners brought progress towards achieving set program goals. Although there 
were tensions between partners, they were working together in strategising to address some 
challenges of the partnership and implementation. Pressure to meet the expectations of the 
international donors caused tension and challenges between the in-country partners to the 
extent of DPs retreated and did not pursue the mission further. Second, it is important to 
consider recipients’ context at all levels and perform genuine consultation before 
implementation of health programs. It seems SMC was hurried, therefore, national 
leadership and district implementers did not prioritise it and also since SMC was seen as a 
prevention program it was not seen as important as cure-focused interventions; therefore, 
much effort on negotiations and convincing had to be done. Consultation at all levels was 
done in a seemingly superficial, non-participatory manner. Community’s initial cooperation 
was a loud message for openness and flexibility, while the ultimate resistance was a cry to be 
heard. Third, the pressure to achieve the set target, the link between financial contribution 
and ownership expectations, caused an antagonistic outcome. The study has contributed 
enlightenment that the functioning of the visible in-country partnership was significantly 
influenced by the less visible global context such as the target setters and donors. The three 
underlying causes of antagony; therapeutic domination, iatrogenic violence and the Trojan 
horse, constituted attitudes, hidden intentions and unintended actions that influenced 
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Aspirations and realities in a North-South
partnership for health promotion: lessons
from a program to promote safe male
circumcision in Botswana
Masego Katisi* , Marguerite Daniel and Maurice B. Mittelmark
Abstract
Background: International donors support the partnership between the Government of Botswana and two
international organisations: U.S. Centers for Disease Control and Prevention and Africa Comprehensive
HIV/AIDS Partnership to implement Voluntary Medical Male Circumcision with the target of circumcising 80 %
of HIV negative men in 5 years. Botswana Government had started integration of the program into its health
system when international partners brought in the Models for Optimizing Volume and Efficiency to
strengthen delivery of the service and push the target. The objective of this paper is to use a systems model
to establish how the functioning of the partnership on Safe Male Circumcision in Botswana contributed to
the outcome.
Methods: Data were collected using observations, focus group discussions and interviews. Thirty participants
representing all three partners were observed in a 3-day meeting; followed by three rounds of in-depth interviews
with five selected leading officers over 2 years and three focus group discussions.
Results: Financial resources, “ownership” and the target influence the success or failure of partnerships. A combination
of inputs by partners brought progress towards achieving set program goals. Although there were tensions between
partners, they were working together in strategising to address some challenges of the partnership and implementation.
Pressure to meet the expectations of the international donors caused tension and challenges between the in-country
partners to the extent of Development Partners retreating and not pursuing the mission further.
Conclusion: Target achievement, the link between financial contribution and ownership expectations caused
antagonistic outcome. The paper contributes enlightenment that the functioning of the visible in-country partnership
is significantly influenced by the less visible global context such as the target setters and donors.
Keywords: Safe male circumcision, Botswana, Partnership, Donors, Finance, Ownership, Target, Synergy, Antagony
Background
Partnerships for health
The Botswana Safe Male Circumcision (SMC) program is
a North-South partnership aiming to promote sexual
health via voluntary medical adult male circumcision [1, 2].
The Botswana SMC program was established to help meet
a particular public health target – the prevention of HIV
via the medical circumcision of 80 % of HIV negative men.
As important as HIV prevention is, the research reported
here is not about progress in meeting that target. Rather,
this is a study of how the Botswana SMC program
functions as a North-South partnership. Such research is
urgently needed, because many North-South health part-
nerships function poorly, and they fail to meet their goals
[3, 4]. By studying what factors promote and inhibit good
partnership functioning in existing projects like the
Botswana SMC program, the aim is to generate knowledge
that may help future North-South health partnerships
better meet their goals.
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Medical male circumcision is recommended by the
World Health Organization (WHO) for countries that
have high prevalence of HIV infections and low practice
of male circumcision [1, 2, 5]. Randomised control trials
provide evidence that the removal of the foreskin
reduces chances of men acquiring HIV through hetero-
sexual relationships by 50–60 % [6–8]. In 2014,
Botswana recorded an HIV prevalence rate of 25 % [9],
and Botswana is therefore one of the countries in which
male circumcision is a major public health goal.
Global health issues like HIV call for global solutions.
In modern public health practice for HIV prevention as
for other health priorities, countries are expected to con-
tribute the resources and expertise at their disposal. This
approach recognises that only by combining resources
can global society hope to achieve significant public
health improvements. But how should countries cooper-
ate in health development initiatives? A discredited
approach of the past is the North-South donor-recipient
model, with well-endowed Northern donor countries
paying the bills for development in the South, and there-
fore making the decisions [10–12]. Since the late 1980’s,
the preferred approach is the North-South partnership
model [12, 13]. Yet as reviewed below, effective North-
South partnerships are difficult to mount and maintain,
despite the best intentions of all parties.
A well-functioning partnership approach to develop-
ment has become so important that all of aid development
adopts the Paris Declaration’s partnership framework. The
Paris Declaration was signed in 2005 by the development
Ministers of well over 100 countries and the heads of key
international development organisations, agreeing inter-
national standards for ethical partnership on several di-
mensions: ownership, mutual accountability, managing for
results, alignment, and harmonization [14, 15]. Authentic
partnership implies a joint commitment to long term
interaction, shared responsibility for achievement, recipro-
cal obligation, equality, mutuality and balance of power
[16]. The idea is that partners with common interests and
diverse resources can create synergy if resources are
pooled to achieve partners’ common vision.
True partnership is difficult
Even if partnership is the preferred model of North-
South collaboration, it has long been observed that true
partnership is difficult to achieve and maintain when re-
sources are unevenly distributed [17]. Power is unevenly
distributed in most North-South partnerships [18], in-
cluding AIDS prevention partnerships [19–21]. Northern
and Southern partners may have very different ideas
about the meaning of partnership, as the term is value-
laden and has many possible meanings [22]. North-
South cooperation that is genuinely meant by the North
to be a partnership may be perceived by the South to
function in the donor-recipient mode [23]. Scepticism
about Northern motives is fed by findings that at least
some Northern actors use the idea of partnership in a
rhetorical or an instrumental way [24, 25]. Persistent
North-South asymmetry and perceived Northern dom-
ination has been reported in the literature right from
the beginning of the North-South health partnership
experiment [4, 11, 26]. A typical irritation is Northern
partners’ emphasis on Southern partners’ accountability,
experienced by Southern partners as a stripping away of
their managerial autonomy [12]. Manifestations of North-
South power imbalance can be quite direct; in his study of
a Dutch-Sri Lankan partnership, Fernando [27] cites a
statement made by an obviously frustrated Sri Lankan
NGO leader to the Dutch partners:
“As long as we agree, you say that the money belongs
to both of us. But the moment we disagree, you say
that the money belongs to you” ( [27], p.1).
Research on partnership processes: a public health priority
Given the difficulties of health partnerships generally,
and North-South partnerships in particular, research on
North-South partnership processes and functioning is a
public health priority. In a recent review of the effective-
ness of North-South partnerships, Kelly et al. [28] con-
clude that the quality and rigour of the evidence base is
thin. They emphasise that research is needed especially
at the level of individual partnerships and the bodies that
facilitate them. Kelly et al. [28] point to the need for
indicators and frameworks that address the benefits and
values of the partnership model of cooperation. They
also emphasise the need for research on pathways
(processes) that lead to effective partnerships. Others
have also called for more and better quality North-South
partnership research, and extend Kelly et al’s critique
and call for new research in several important ways.
Yassi et al. [29] call for a ‘communities of practice’ re-
search mentality whereby Northern partners seek multi-
directional learning – how can North partners improve
their own functioning? Murphy et al. [30] have described
practical tools to help North-South partnerships study
the ethics of collaboration, with a view to ensuring bene-
fits to all partners. Holmarsdottir and colleagues [31] call
for the practical use of conceptual frameworks of North-
South partnership to provide guidance about partnership
practices, and point to the need for a critical stance in
the conduct (and study) of North-South partnerships,
given the “paucity of empirical studies that have been
undertaken to both documents and deconstruct the
collaborative process…” ([31], p280-281). Corbin and
Mittelmark [3] describe a systems approach to the study
of partnership processes, and a systems analysis of a
North-South AIDS prevention partnership has addressed
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a number of the points of critique mentioned above
[32–34]. It is observed that the proposed mechanisms or
principles for accountability formulated for partnership
effectiveness in the Paris Declaration are experiencing
challenges and therefore need addressing [14]. Below
we discuss ownership; mutual accountability - that
poses expectations on financial contribution by the
South; managing for results – that is outcome fo-
cused [3, 4, 17, 24, 33, 35].
Mechanisms for accountability in partnerships
Ownership of programs by the recipient countries is
overemphasised by UN agencies as a way to work
against the observed imbalance of power between the
North and the South experienced over the past decades.
Ownership was added to the definition of partnerships
in the 2005 Paris Declaration for Aid Effectiveness, and
since then the term has become a buzz word echoed
from all stakeholders [20]. International donors attempt
to put the concept of ownership into practice, for
example, though efforts to ensure that donor efforts are
aligned to fit the local administrative and strategic
systems [36]; promote domestic funding, and refine
conditions to measure the commitment of domestic
Governments to increase budgets towards HIV/AIDS
scale-up programs [21]. Such efforts to cultivate owner-
ship by the Global South follow events from the United
Nations General Assembly of 2011, where UNAIDS
appealed for shared responsibility in terms of increasing
long term domestic and international funding towards
health scale up programs, emphasizing that recipient
countries should be held accountable for rising domestic
investments on health [21, 37].
Mutual accountability and transparency in the use of
development resources is vital in aid partnerships ([14],
p4). The level of financial contribution is seen as an
indicator of the recipient country’s commitment to the
development programs [21]. Many African countries, in
spite of low levels of income, have attempted to increase
their share of AIDS expenditure to show commitment
and ownership [38]. Only Botswana and Namibia had
spending levels on HIV/AIDS sufficiently high to cover
their full program requirements in the year 2013 ([21]:
p.e56). Regardless of these local efforts, international
investment in HIV/AIDS interventions continues to
increase [37]. Seckinelgin [39] critiques the idea of
promoting funding as if it is the only way to succeed in
health interventions. He argues that putting significant
funding into ineffective intervention structures will not
yield effective results within a given space of time. For
example he critiques programs that do not encourage
behaviour change in those infected or affected by HIV
but emphasise only spending more money. His conten-
tion is that although increasing funding on HIV
prevention programs is crucial, it does not change
people’s behaviour automatically therefore the right
mechanisms of program implementation remain the
most important aspect for success [39]. Partnership pro-
motes other components of ownership like the political
environment, local strategies to implementation and cul-
tural relevance [10, 24]. McFalls assesses current part-
nerships in aid as not genuine, but as only deceptive
strategies to “legitimise” the domination of the powerful
under the pretence of benevolence [25].
Managing for results calls for measuring progress and
assessing results [15]. The Paris declaration is clear that
reporting outcome of results is vital to measure success
[15]. The global aid environment, and more generally,
health and development initiatives use targets and indi-
cators to map success. For example setting numerical
targets for programs was the norm and requirement for
implementation of MDGs. Even the global agenda post
MDGs still emphasis that target setting is critical for
tracking success [40]. The commission led by Waage
and colleagues to analyse MDG 1–7 note that “The use
of results based framework is regarded as one of the
strengths of the MDGs, and has certainly appealed in an
aid context with the desire of donors to see measurable
returns on investment” ([35], p1000). Fuduka- Parr and
colleagues [41] explain that targets are actually used to
monitor progress, to reward or punish recipient country
and policymakers. While UN agencies see the target ap-
proach as powerful, critics see progress in quantitative
achievements of some goals but observe numerous gaps
that hamper achievements. Targets and measures are
not easily conceptualised by local implementers and this
is largely associated with measurement, ownership and
leadership [35]. Several critics observe that the quantita-
tive, target oriented programs as well as measures used
side-line other important objectives like equity and
quality in reporting tools. This makes interventions
focus on ‘doing things right’ rather than ‘doing the right
things’ ([36], p153), and this can only be addressed
through inclusion of qualitative measures [35, 41, 42].
Given such challenges on the implementation of the
mechanisms for accountability the recommendation by
Corbin and colleagues to study partnership functioning
and processes needs to be considered [3].
There is little research that examines the functioning
of these partnerships and their authenticity [11, 33].
There are a few studies that analyse the functioning of
partnerships including Weiss et al., Jones and Barry, and
Corbin et al. [3, 33, 43, 44]. In analysing partnership
between the North and one organisation in the South,
Corbin et al. [33] observed that there was sharing of
power between the partners; Jones et al. [43] emphasise
the importance of trust and good leadership as key to
success in partnership functioning; Weiss et al. [44]
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established that leadership effectiveness was a key ingredi-
ent to partnership synergy while administration and man-
agement did not really show any significant contribution
to positive functioning. Power imbalance is the common
finding in most literature on partnerships in general, espe-
cially between North and South [11]. Mawdsley et al. [18]
argue that partnerships in international health initiatives
frequently involve, on the one hand, blurry ownership of
health programs by the Global South and, on the other
hand, pressure from donors to ensure their conditions, ex-
pectations and targets are met. More positively, partner-
ships have been documented that stimulate the Southern
partners to develop and increase their competence in
population and reproductive health [45]. In their analysis
of partnerships Bailey and Dolan [46] find the good and
the bad. While Southern partners benefit from skills
brought in by the North, gain capital benefits like infra-
structure development, and develop a greater voice in the
process, capacity building is still seen as a one way flow
from the north [46].
The case
The case in this study is the Botswana Safe Male Cir-
cumcision program. In adapting VMMC, Botswana calls
it Safe Male Circumcision (SMC) program. This research
attempts to answer the call above (for analysing partner-
ship functioning) by exploring the functioning of the
partnership between the government of Botswana’s
Ministry of Health (MH) and two international organisa-
tions: U.S. Centers for Disease Control and Prevention
(CDC); and Africa Comprehensive HIV/AIDS Partner-
ship (ACHAP) to implement Voluntary Medical Male
Circumcision VMMC [1]. The WHO recommended to
VMMC implementing countries that 80 % of HIV
negative men be circumcised by 2016 in order to make a
significant impact on the countries’ current infection
rates [47]. The two international organisations have
worked with Botswana Government in many HIV
intervention programs for a long time now, hence the
Government calls them Development Partners (DPs)
[48]. Their long term partnership with Botswana is set
out in Botswana’s National Strategic Framework for HIV
and AIDS 2010–2016 (NSF) [48], a locally developed
document that provides strategic direction on the
national response to HIV/AIDS [48]. Behind these
Development Partners are the unseen international
donors: PEPFAR which funds CDC and Bill and Melinda
Gates Foundation for ACHAP. Different authors in
partnership list different dimensions of partnership func-
tioning including partnership culture, administrative and
management roles, leadership, professional expertise, finan-
cial resources and nonfinancial resources, challenges with
partner involvement and challenges that are community
related [33, 43, 44]. We captured different partner roles and
resource contribution in the partnership for SMC in
Botswana. See Table 1.
This paper contributes to the scanty literature on the
functioning of partnerships between the North and the
South. The aim of the paper is to use the Bergen Model
of Collaborative Functioning (BMCF) to explore achieve-
ments and challenges of the partnership on a Safe Male
Circumcision (SMC) program in Botswana, while
making efforts to attain the set target. Specifically we
establish how the mission and functioning of the part-
nership contributed to the actual outcome.
Conceptual framework
The Bergen Model of Collaborative Functioning (BMCF)
We use a systems model, the Bergen Model of
Collaborative Functioning (BMCF) [3] as a framework
Table 1 Partner roles and resource contribution




PEPFAR Bill and Melinda
gates foundation
Financial contribution/In country donor ✓ ✓ ✓
Development Partner (in the country) ✓ ✓
Coordinator and owner of program ✓
International donor ✓ ✓
Provides scientific expertise and skills ✓
Provides training of staff on surgery ✓ ✓ ✓
Provides training of staff on demand creation ✓ ✓
Provider of implementation staff for surgery ✓ ✓ ✓
Provider of general medical equipment ✓
Provides MC surgery kits ✓
Marketing and advertisement of MOVE (large scale) ✓
Provider of staff for mobilisation (Demand Creation) ✓ ✓
Provider of infrastructure nationally ✓
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to examine the operationalisation of the SMC partnership
in Botswana. The BMCF is shown in Fig. 1. We choose to
use this model because it has been used before in
assessing an HIV/AIDS partnership in the global South,
[3, 32–34] and also that it addresses functioning. The
BMCF model is useful in illustrating the contextual
process within the partnership [34]. Inputs include the
partnership’s mission (selected approach to deal with a
problem), partner resources (knowledge, skills, compe-
tence, etc.) and financial resources (funding and material
inputs) [33]. The collaborative context (or throughput
section) of the partnership is analysed through the
interaction – positive or negative – of four aspects that
impact the maintenance (administrative) tasks and pro-
duction tasks (related to partnership’s mission), namely,
leadership, communication, roles & structure and the
inputs themselves [33].
The output of the partnership can be additive results
(unaffected by collaboration of the partners); or synergy,
where more is produced by collaborating than if the
partners had not interacted with one another; or antag-
onistic results, where the costs of partnership exceed the
benefits [3, 33]. Additive results are things that could
still be achieved without the partnership. This is based
on the argument that a partnership is always built to
tackle an existing problem where some action has been
taken, anyway. Synergy is what is achieved because of
the “multiplicative interaction” of the partnership. Put in
mathematical terms it is 2 + 2 = 5 [33]. Determinants of
synergy include partner relationship ingredients like
trust and power, partnership assets, partnership charac-
teristics, and leadership ([43]: p. 409). If synergy is
achieved this may have a positive feedback impact on
partnership inputs and functioning [33]. Reflecting on
antagonistic results may also result in positive feedback
[33]. Corbin and Mittelmark [3] note that it is possible for
a partnership to include both synergistic and antagonistic
elements concurrently. Corbin and Mittelmark’s theoret-
ical contribution to the BMCF is the enlightenment on
how context, specifically cultural and societal context, as
well as partnership processes and partner contributions
interact both positively and negatively to influence
partnership functioning [34]. In assessing the volunteers’
participation in the organisation, they identified that
positive results are generated by: the experience of social
connectedness; seeing volunteering as opportunity for
public recognition and for expressing passion to help
others [34].
The Bergen model of collaborative functioning: Fig. 1 should
fit here
Corbin and Mittelmark [3] record that nearly 50 % of
partnerships dissolve early and impulsively. They ob-
serve that resources, characteristics of partners, features
of the partnership strategy and environmental factors
can either support synergy or create antagony between
partners ([3]: p.365). Fowler [4] adds other elements that
may cause antagonistic outcomes in partnerships such
as: paternalistic behaviour of those with cash power;
upholding the approach of the Northern rather than the
Fig. 1 The Bergen Model of Collaborative Functioning: Adapted from Corbin JH, Mittelmark MB, Lie GT. Grassroots volunteers in context: rewarding
and adverse experiences of local women working on HIV and AIDS in Kilimanjaro, Tanzania. Global health promotion. 2015:1757975915569514
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Southern partners; hiring staff from the North because
of capacity limitations of workers from the South, and
the North’s anxiety about loss of control. Corbin and
Mittelmark [3] argue that although more financial re-
sources can improve the functioning of the relationship,
funding can also complicate functioning: antagony is
created if partners and funders view the partnership as a
waste of financial resources and time. A study in
Indonesia found imbalance in the governance of the
partnership, adapting a top down approach, where prior-
ity areas were defined by the multilateral agencies only
and were a reflection of their own concern in the
governance field, not those of the local people [24].
Methods
Given the dynamism of partnerships and our intention
to explore views of administrative and implementing
officers at different levels we chose qualitative methods
to achieve a broad and diverse understanding of the work-
ing of partnerships in the SMC program in Botswana.
Research sites
There were three research sites based on the location of
the different partners at national and district level.
National Leading officers for the major partners, MH
and DPs were in Gaborone, the capital city. Local imple-
menting/administrative officers, District Health Manage-
ment Teams DHMTs were in the other two sites,
Mochudi and Hukuntsi villages. These villages were
purposefully selected as two villages with contrasting
population and geographic sites: the former being highly
populated and close to the city where services are easily
accessed; and the latter being sparsely populated and in
one of the remote areas of the country.
Participants and recruitment
Groups of participants from national to districts level
took part in the study. Although participants at national
and district level were not promised anonymity of their
organisations, for confidentiality reasons we refer to MH
partners as DP1 and DP2. Participants comprised lead-
ing officers working for the three partner organizations,
MH and its DHMTs, DP1 and DP2. The SMC lead offi-
cer in MH introduced the first author to all the partners
through a 3 day annual planning and strategy meeting
that she was invited to attend in 2012. Observation in
the meeting created a platform for the first author to
establish rapport, enabling direct contact with leading
officers from partner organisations to set interview
times. DHMT representatives that attended the 3-day
meeting were not gatekeepers at district level; therefore
the higher officers at the DHMTs were approached
directly using permission from MH. In that way access
to the district health officers was granted. The first
author had personal links to both communities, which
made it easy to access the participants.
Data collection
The first author spent approximately 18 months in
Botswana between December 2012 and August 2015
collecting data and observing the different phases of the
SMC partnership. The research question set out to
explore the functioning and contextual interaction of the
SMC partnership in Botswana. The research used three
qualitative research methods: observation, one-on-one
interviews and focus group discussions (FDG). Non-
participant observation was used during the partners’
2012 planning meeting since the researcher was not
allowed to comment but just listen and take notes.
Follow-ups were only allowed outside the meeting room
where the researcher could have informal conversations
with the participants. The 2012 planning meeting
informed the research on the fundamental themes to
explore within the parameters of the research questions.
Data from the meeting influenced the direction of the
data collection for the rest of the research project: who
to ask what, and where, and also guided the drawing of
the interview and FGD guide, as well as the observations
guide (adjustments made on the ground). This included
topic guides and questions on: the mission of the part-
nership; leadership of the partnership, partners’ resource
contribution; partners’ roles; general functioning of the
partnership and of SMC implementation.
Data were collected through a 3 year period and
with great attempt to do it in a cyclic manner (with
follow-ups of the same key informants where pos-
sible); and following important incidences in the part-
nership processes. We used an observation guide at
the 2012 partners’ planning meeting where 30 partici-
pants from all three organisations gathered, interview
guides for rounds of interviews with key national offi-
cers leading the program within each organisation
(three lead officers at MH and one from each of the
DPs). A total of eight interviews were conducted with
the national officers, including three follow-up inter-
views with one lead MH officer over the years. Three
FGDs comprising five to nine participants were
carried out with the Mochudi and Hukuntsi DHMT
teams respectively, as well as the Mochudi MOVE
team. For interviews and FGDs we developed a semi-
structured topic guide. We asked questions like; What
is the mission of the partnership? What roles do
different partners play? What resources do partners
contribute?
The range of data collection methods employed
generated diverse data and was also a good source of
triangulation, linking what is discussed at national
level with what took place at district level and on the
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ground. All data were collected from December
2012–2015. Data for all three parts of the BMFC the-
oretical framework, inputs, throughputs and output
were covered throughout the period of data collection
in a progressive way. For example there were new re-
sources contributed or withdrawn at different times,
repetitive activities run throughout the years, negative
and positive outputs realised at different phases of
the partnership.
Data analysis
The observation session for the 3-days-review and
planning meeting was recorded as detailed written
notes following the preference of the participants. All
other interviews and focus group discussions were
audio recorded with permission from the participants.
Three research assistants transcribed the data. In
order to ensure accuracy and validate what was tran-
scribed the first author translated all transcribed data
from Setswana to English and cross checked those
already transcribed in English to verify transcripts
against audio recordings. NVivo ten qualitative data
management computer software was used to manage
and analyse data, hence all data were imported into
the software for coding using Attride-Stirling’s
Thematic Network Analysis [49]. The data analysing
team comprised two PhD students as well as the first
and second author. The various data sources were
analysed connecting different groups of participants.
Following Attride-Stirling’s [49] stages of data ana-
lysis, data were initially read to code topics raised by
the participants. Then basic themes were abstracted
from the coded sections and grouped into organizing
themes, which were then further clustered to global
themes. In view of these themes, we reflected on our
data to get an understanding of the working of the
partnership in question, relating our findings to our
research question. In order to strengthen the objectiv-
ity of the analysis, the team discussed organizing and
global themes to reach a consensus throughout the
analysis, ensuring stability and relevance.
Results
The findings are presented according to the BMCF as
our theoretical framework. Four elements of the
model being: 1. Input, 2. Throughput and 3. Output
and 4. Feedback to mission, form our global themes.
Basic and organising themes that emerged from the
analysis are presented in Table 2.
Input
The partners’ mission
The Government of Botswana has an established
national strategy and a framework of operation for all
health initiatives, called the National Strategic Frame-
work (NSF) that is reviewed every 4 years. The NSF
comprises all ministries, with MH being the lead minis-
try; long term development partners like DP1 and DP2;
civil society organisations and NGOs; and the private
sector. The same development partners were partners in
the SMC program. Several officers explained this. An
example follows:
We, the DPs are always in the country. We are here
to help with all HIV/AIDS intervention strategies.
(Lead officer 5 in Gaborone, during the second
round interview).
All partners were clear about their mission: to get
HIV negative men of ages 13–49 circumcised in order
to reduce HIV infection rate in the country. They
were also all working towards a target of circumcising
80 % of HIV negative men by the year 2016, which is
100 000 men in a year. They divided the target
between them. The partners were also clear about
their commitment to the mission. One DP1 partici-
pant explained their commitment towards achieving
the mission:
So we have at best 40 % of the 100 thousand target
that is to be covered. At best 40 % of the target is
our aim as DP1.
One DP2 officer at the 3-day meeting added:
We aim for 25 % of the target…
Although the MH did not state a percentage they were
aiming for within the 80 % target, they explained that their
aim was to integrate SMC in the health system
nationwide, establishing it as a long term program, not
just up to year 2016. The 80 % target by 2016 was defined
as a project within the Government’s long term program.
Approaches to the mission
There were two approaches used in implementing SMC
in Botswana: The integration of SMC in the whole
health system that was locally planned and designed;
and the MOVE approach that was externally introduced
through DP1, and adopted in 2012 in parallel to integra-
tion. At the beginning of SMC implementation between
2007 and 2009 all partners worked together to develop
and implement integrating SMC in the whole health
system. Lead officer 3 explained:
Government’s long term plan is to integrate SMC into
the normal health system. We worked on this with our
partners from the beginning.
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Table 2 Themes emerging form data analysis: Applying the Bergen Model of Collaborative Functioning
Basic themes Organising themes Global themes
1. Botswana government HIV National Strategic Framework (NSF) lead by NACA
2. All ministries, development partners CBOs, NGOs and private sector are part of the NSF
3. MH, DP1,DP2 are three main partners in the SMC program
4. DHMT works at district level
5. All partners involved throughout the planning process since 2007
6. All partners target HIV negative men aged 15–49 years to circumcise through SMC
7. All partners aim to have circumcised 80 % of HIV negative men by year 2016
Clear Partner Mission Input
8. Botswana government integrated circumcision within health services nationwide since 2007
9. DPs introduced MOVE project in 2011 to help government push set target in selected areas
Approaches to the mission
10. DP1 viewed as a major financial contributor: more monetary funds; sub-constructs companies;
built 2 permanent clinics; provides surgery kit; provides mobile clinics and transport
11. DP1 contributes funds and funds medical personnel and transport
12. MH contributes funds; provides health structures nationally; provides medical equipment and transport
Financial Resource
Contribution
13. DPs deployed medical staff to Government health centers to do SMC
14. DPs deployed staff moved to form dedicated MOVE teams
15. DP1 brings in special scientific expertise
16. MH’s avails its medical staff nationally to participate in SMC
Partner Resource
Contribution
17. MH as owner, coordinator, chair, provider of space and financing
18. DP1 as technical advisor, expert, advertising, mobilisation, provider of clinics structures and main donor
19. DP2 as donor, implementer and community mobiliser
Clear Partner Roles Throughput
20. Partners developed short term and long term communication strategies; training manuals and reporting
system together
Communication
21. Development partners use different reporting systems than MH’s
22. Development partners do not report to MH systematically
23. Reporting between partners was not transparent
24. Development partners reported directly to their international donors
25. The Government reported all donor funds usage to OECD
26. Way of accountability give blurry structure
Financial resources
27. More finances spent but less numbers of circumcised men causes conflict
28. MH’s financial contribution queried to be not transparent
29. Ownership seems linked to finance contribution
30. MH’s ownership of the program is questioned
31. MH sees structures as big contribution
Input Interaction
In-kind resources
32. Donors keep sending more equipment for circumcision
33. Lots of equipment is wasted
34. There is inconsistency on balance sheet for number of circumcision instruments, wasted and remaining
35. MH is blamed for not taking care of such equipment
Partner resources
36. MH viewed as a weak coordinator at times
37. MH ownership is queried
38. Government health centers is blamed to be participating little in circumcision
39. MH feels MOVE strategy naturally creates dependency on government health staff
40. Districts prioritised attending to ill patients than circumcision
41. DHMTs blamed for not prioritising SMC
42. Health centers viewed SMC as the DPs’ program
43. Partners consulted with the national traditional leadership at planning stage
44. MH is seen as a leader and owner
45. There is not enough support from the highest national leadership to influence men for circumcision
46. MH’s placements of coordination leadership is queried
47. DHMTs are said to not take leadership role accordingly
Leadership
48. DPs blame MH for setting the target high
49. DPs blame MH for not putting enough effort and resources to push the set target
50. MH is frustrated about the mathematical model used by WHO to set country target
49. Unattainable target is seen as the highest risk in program implementation
51. MH and DPs express frustration that the 80 % target is not attained regardless of their massive efforts
51. DPs report pressure from donors on reconciling dollar to numbers
Mission threatened Feedback
mission
52. DPs indicate that the donors will cut down on the funds
53. International donors reduce funding support to Botswana
54. DP2 pulls away its employed doctors gradually from 2013 and leaves a gap in implementation
55. DP1 pulls away its financial and technical assistance abruptly in 2014 and leaves a gap in
implementation
Antagony Output
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Lead officer 1 in round 2 interview explained the
integration target per health facility:
We expect clinics to circumcise one client per day or 5
clients per kilometre through our integration strategy.
The integration strategy did not circumcise enough
men to approach the target yet MH had an obligation to
meet target by 2016. The new MOVE project was intro-
duced by DP1 in 2011 to help push target. All partners
embraced it and MH viewed it as great help. Lead officer
3 explained:
…..but then this idea of the MOVE project came in in
2011….It was introduced by PEPFAR through DP1.
Through move MC is marketed and advertised to get
many numbers of men to circumcise at the same time.
Lead Officer 1 also expressed appreciation of MOVE:
The Government is not enough alone. We are weak
alone…you see? We welcome the development partners
to fill in the gaps…, you see… With targets set,
Government needs assistance…. We appreciate the
MOVE project because there is a lot of good in it; to
help us reach the numbers.
However, MOVE was not covering the whole country
so issues of equity were of concern to the MH: In giving
the official opening speech at the 3-day meeting, an
invited high official commented on the need for demand
creation of the program nationwide. He said:
Government emphasises equity. We need to strive for
equity, not just a few districts for the MOVE project
but all districts. Circumcision, circumcision,
circumcision is our breath.
Resources
Resources include financial, capital and staff resources.
MH appreciated partner resource contribution in both
the integration and MOVE implementation strategies.
Lead officer 1 explained:
Because of challenges of resources we thought the idea
of combining resources with DPs was a good one.
Financial resources
The DPs contributed financial resources towards achiev-
ing the mission. The MH also contributed its national
funds and mobilised other international funding support
besides DP1 and DP2 partner contributions. Although it
was not possible for the first author to access partners’
contract agreements, it was communicated clearly that for
MOVE implementation, the DPs contributed massive
monetary resources to help push target. DP1 was said to
be the main financial contributor. The impact of resource
contribution by development partners was experienced
even at implementation level. One DHMT officer stated
this in an FGD:
Many people turn up for circumcision when the
MOVE teams from the DP1 contractors come. They
come with lots of resources you see…last time they
were here they brought vehicles which were used to
fetch people from settlements around to come here in
the hospital for circumcision. They also have lots of
staff. We don’t, we are overwhelmed with many other
duties. Not just circumcision.
Partner resources (skills)
Partner resources include skills and other in-kind re-
sources other than money. The MH availed all its heath
facilities and medical equipment in the whole country to
do circumcision. The health facilities and some of the
medical equipment were used by the MOVE dedicated
teams as well. DP1 provided mobile clinics and con-
structed two main permanent clinics in the capital city;
and brought in 80 Peacecorp Volunteers specifically to
push the SMC target. At the time of the data collection
in 2012 they were promising ‘clinics in the box,’ fully
equipped mobile trucks. DP2 also gave funding,
provided about 30 foreign medical doctors and a num-
ber of nurses to do the surgery, and paid community
mobilisers to recruit men for circumcision. Lead officer
4 explained further on DP1 contribution:
So what we bring to the table as DP1 is a level of
scientific knowledge that many organisations don’t
have….Prepex study… but we also bring in experience
from other countries on how partnerships work and
how coordination can occur and how systems can be
built…monitoring and implementing change…that
kind of a thing.
The DPs supported the integration program by
deploying staff to government health centers around the
country. One of the MH officers explained:
When we started the integration program, the DPs
deployed their staff (seconded doctors and nurses) to
government health centers to work with our nurses
and doctors in circumcision.
When MOVE implementation started more doctors
were employed by the DPs to form dedicated teams for
both static and mobile clinics. Lead officer 1 explained
this:
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When they promised dedicated MOVE teams and we
know that in Botswana we have skeletal staff…..just
the few of us, why would we refuse?
Additionally, DP1 outsourced contractors, some to do
training, one to do marketing and demand creation and
others to carry out the surgery. This appeared to be the
main difference between integration and MOVE. One
MH officer explained:
When the MOVE idea came in it overpowered the
original one. In MOVE, DPs brought in demand
creation strategies like adverts on TV and radio,
public campaigns, mobile clinics for circumcision and
staff to do the job.. So we cover many people at a time.
Integration is a long term program and is not as fast
as MOVE.
Lead officer 5 explained further on their contribution
to bring speed to the project:
We serve as catalysts to government..basically making
it do things faster because we are always focusing on
cost effectiveness. We have brought in 30 medical
doctors to help move target.
Lead officer 5 added:
We provided 30 doctors to train other staff and to do
surgery in dedicated clinics.
The government staff that was already employed
continued to participate in SMC through the integrated
program with the health system.
Throughput
The context for partnership operation comprises main-
tenance/administrative tasks which in this case included
development of communication strategies, training and
reporting systems; and production task which are imple-
mentation activities like periodic funds injection, equip-
ment purchases, demand creation activities and the
surgery (circumcision). As the inputs interact during
production and maintenance activities through time,
roles and power struggles are manifested. This is shaped
by the interaction of roles, input, leadership and
communication. There can be both positive and negative
experiences as the partners interact to work together.
We therefore present such interaction, some of which
overlap.
Clear partner roles (roles/structure)
All officers interviewed defined the partners’ roles the
same way: MH as owner, coordinator, provider of
structures and equipment, staff for the integration
program and financing; DP1 as an in-country donor,
technical advisor, expertise provider, advertising, mo-
bilisation, provider of clinics structures; DP2 as an in
country donor, organisation and provider of imple-
menting staff for the MOVE program. Although there
was manifestation of power struggle during maintenance
and production activities, the roles did not change,
for example government still maintained its role as
the custodian and owner of the program. See Table 1
for roles.
Communication
Strategic documents were developed together at national
level. All partner representatives explained that they had
worked together as partners from the inception of the
program in terms of strategizing on the implementation
approach and developing strategic documents: communi-
cation strategies, monitoring and evaluation plan 2010–
2016 and the reporting systems. Lead officer 1explained
this:
Year 2007–2008 was a planning period. As the other
presenter stated all operational documents were
developed then. We formulated these together….The
integration of SMC in all health centres started in 2009.
Lead officer 1 made the hierarchy of the partnership
clear:
We, MH, started the SMC project as “parental states”1
but with the partners participating. We started with
trainings, formulation of strategies and so on.
Development Partners have always taken part in SMC
from the beginning with government leading.
Another of the DP2 participating officers clarified that
the documents were developed in consultation with the
traditional leadership at national level. He said:
Remember we got guidance from the House of
Chiefs on what circumcision is called in Setswana
[Botswana national language]. We tried to engage
those who could help in proper language.
The government clinicians on the ground were also
involved early in the program. They took part in
developing the SMC curriculum. One officer representing
DP1 explained as he argued that doctors need to be
involved more:
So you see…, when we were developing the curriculum
that time we were getting a lot of input from the
clinicians as to how we can improve it.
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Whereas at planning stage the partners agreed on the
same reporting systems and communication strategies,
there seemed to be divisions and differences at imple-
mentation level. There were queries that the DPs were
using their own separate manuals for implementation
and own reporting system different from the initial ones
formulated. One officer queried this during the 3-day
meeting:
We need to fast track the issue of the different training
manuals so that we have a document that is
standardized. The manuals between MH and DPs
have differences here and there…. we need something
standardised.
MH further explained that the DPs were not reporting
consistently to them as the coordinating organisation in




The partners discussed and worked on strategies for
working together. Staff resources were a challenge to
government, therefore they appreciated that partners
could provide staff to support the integration program.
Lead officer 1 said:
Our districts had a challenge to take circumcision in
at a massive scale. So it was good for us that the DPs
seconded their staff to the health centers.
However, the deployed DP staff queried that they were
assigned other duties in government health centers and
this interfered with strengthening the SMC program. It
seems the MOVE project helped address these queries
and maximised focus on the mission.
Lead officer 5 explained how they solved the problem:
Forming dedicated teams was the best arrangement
for the MOVE project so that we can focus and push
target.
Even though the MOVE teams were separated to
work alone, resources continued to be shared to
support the mission. Government supported MOVE
teams with vehicles and other medical equipment.
However, during FGDs all DHMT staff expressed that
there is continuous tension between MOVE staff and
government health management staff on provision of
resources. One said:
You know the MOVE team sometimes needs vehicles
for mobilisation of other activities. But we cannot
always provide them with vehicles. Most of the time
our transport is committed to other health duties,
transporting sick patients…and then we are seen as
not supportive of SMC.
DPs also complained about lack of commitment by
DHMT staff, which they called “dependency.” The
“dependency” seemed to be caused by the fact that
the health personnel in the clinics did not regard
SMC as a “priority” program compared to ailing pa-
tients. Several officers have reiterated this throughout
the years, both at national and DHMT levels. One
said:
SMC is not a priority within Government clinics.
When there is a diarrhoea outbreak or a bleeding
patient or something, that is what is given attention.
SMC clients are made to wait or return.
Another said:
If you go to the district these days the districts are not
seeing SMC as anything.
Following up this issue at district level with the
DHMTs, many expressed the same thing in both group
discussions and FGDs. An example follows:
You see, it is not that we are not taking SMC serious.
This is a prevention program. But sick patients are a
priority to us. Also, we are understaffed in clinics and
so we have to prioritise…but we try.
A DP1 officer added:
There is evidence that when DHMT coordination is
leading and participating, things move, but when it is
not there, little moves. We need a way to make DHMT
own the program.
DPs also questioned the placement of regional
coordinators within MH, suggesting that the north
coordinator’s office should move to the north. How-
ever MH argued that this would not work efficiently
for national coordination. One MH officer responded
to this:
This is not the first time I hear of this suggestion.
You wouldn’t be happy if I do that to your office.
There was no query on the DPs’ staff performance.
However, some DPs staff roles were not clear to MH.
When one of the leading officers in MH was asked
about Peace-Corp volunteers he answered:
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About Peace-Corp I do not know what they are doing.
I really don’t know if they can make any impact when
Batswana youth are failing.
A year following these interviews, the Peace-Corp
volunteers had stopped working for SMC. Although
none of the officers at national or district level made any
comment about the MOVE team doctors, they were all
foreign employees.
Financial and technical resources
MH appreciated the massive financial resource contribu-
tion by DPs regardless of reported delays to fulfil promised
funds on time. However the high level of funding gave the
partner a wedge to question issues of ownership, defining
a blurred relationship between partners. DPs queried that
they contributed more money to SMC than government
and that they were transparent about what they gave but
MH was not. Lead officer 5 queried lack of transparency
from MH:
The Government is supposed to govern..,. You see now
we say DP1 brings so much money to the program,
DP2 has so much money… The Government keeps
quite, that’s why we are asking can the Government
tell us what its budget is… This is one question I have
never gotten an answer for.
The conversation below between two officers at the
3-day meeting shows more questioning on government’s
level of contribution of financial resources.
Lead officer 1:
So, in terms of funding circumcision, the Government
of Botswana has money. The Government creates its
funding pot from all over, I cannot exhaust the list.
For example 19 million pula is projected to come from
(an international organisation mentioned).
Lead officer 4:
How does Government make its plan then? Is it donors
first, then Government.
Lead officer 1:
You are supporting me. Don’t ask me what I have,
bring what you have….The Government provides all
clinic structures, we provide staff, and we provide
equipment.
MH further explained that besides external support
government gives out funds from its own internal
budget. MH also asked the meeting participants to be
aware that government has offered infrastructure, equip-
ment and its medical staff for implementation of SMC.
Contrary to resources as key to SMC implementation,
several officers from DHMTs reported that even where
MOVE brought lots of resources, men still showed
resistance. This was explained more even in later
interviews (round 2 and 3) and also witnessed at the
MOVE campaigns. One DHMT officer said:
I do not think the main issue should be resources only
as you see it. You know even during large MOVE
campaigns here in Francistown [second largest city]
where we have all resources in place men come to
listen in quite large numbers we still have a few
turning up to circumcise.
Whereas DPs felt they were using more resources yet
getting poor results and whereas there were few numbers
of men circumcising than expected, external donors still
spent more money on supplying circumcision equipment
(kits). In her presentation, one officer from MH reported
that there was wastage of equipment in the clinics because
the numbers turning up for circumcision does not match
the massive number of equipment purchased. She
reported:
…78 000 kits were bought and given out; 33 000 kits
were used therefore 45 000 remain. But only 25 000
were accounted for… This means 20 000 kits are
missing or wasted. Hundreds of kits are sent to
districts yet only a few SMCs are done in a month.
We overestimated numbers.
Lead officer 4 responded to this presentation with
concern:
This exact issue is the same thing we are going to be
nailed about as we account to the ambassador and to
Washington DC.
Blurred roles and structure
Whereas MH was not managing partners’ funds and
transparency between partners on utilisation of such
funds was limited, the MH still had to account for all
funds as received country funds to the program. In this
way, accountability seemed to be in one direction. MH
officer 1 explained the dilemma that the Government
faces when reporting OECD, having to act as a parent
who protects the partnership:
When the high office in MH reports to OECD he
reports all funding as the Botswana basket. He cannot
tell them that most of the donor funds are spent on
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overheads, paying contracted companies and
administration, not on the client, even though this
may be true. He has to speak like a parent, in a way
that would bring more support in the future.
The Government has to account for funds without
knowing the details of the DPs budgets.
It is not easy to ask “how much are you paying your
Coordinator?” It is an internal thing. That is how it is
and that is the life we have to live…We have to
account and have to ensure that we are not blamed.
Leadership
In the 3-day meeting, there was a reflection that the
partners appreciated the administrative leadership of the
program (officers leading). However, there were queries
especially on MH as the owner, host and leader of the
program. This is presented under resources above.
Ownership is also understood in terms of commitment.
During the meeting and the round of interviews, devel-
opment partners expressed that the levels of commit-
ment to the program differ within the MH’s different
levels; with high commitment at national level but little
commitment at district level. Meanwhile the MH viewed
these as teething problems of a new program: Lead
officer 2 explained:
..with a new program you will always experience a
challenge in the first 2 years of implementation.
Another officer saw it as a common problem on
vertical programs. During interview 2 in Gaborone, Lead
officer 3 said:
All health programs start as vertical programs and
have challenges, but the aim is to see to it that these
programs are integrated within the existing system.
In addition, country leadership is considered important
in international partnerships. There were comments of
appreciation for the support from some of the Botswana
political leaders in high positions. One Member of Parlia-
ment was regarded as a champion because he circumcised
under SMC and was campaigning for the program in his
constituency. Some politicians at community level were
also cited as supporting the program. However, commit-
ment of the country leadership was questioned by all three
partners. There was a conversation on this issue among all
the three partners. One said:
But in my opinion have you ever seen the high
leadership of this country coming out and saying
“citizens of Botswana lets circumcise.”
The house laughed at this comment. Lead officer 3
responded:
Do not mention higher leadership when talking about
this program.
The same officer shared that the higher office at MH
is working on getting the influence of the national lead-
ership. Another officer his experience with Members of
Parliament:
The committee we met at parliament said “Our hands
are full, consult with the community. Whatever the
chiefs say is what the communities do…”
It seemed that consultation with the high political
leadership was done superficially. One officer shared
feedback from the House of Chiefs:
We also talked to the House of Chiefs and they
complained that they are not being involved in the
program. They said they needed adequate information
to articulate issues that are to be addressed.
Although there was contention on resources and the tar-
get partners made an effort to find solutions to the prob-
lems. For example, during the 3-day meeting they divided
into several groups to discuss how to address the challenge
of high ‘unachievable’ target; different demand creation
strategies to recruit more men; how to strengthen DHMTs
to be more involved in SMC. Financial tensions were not
addressed in the groups. However, the cyclic interviews
following the meeting (in 2013 to 2014) not reveal much
implementation of the brainstormed ideas.
Feedback on the mission
Feedback on the mission was experienced at different
phases of the partnership. As partners met annually they
reviewed the mission and strategized on improving their
approaches to implementation. However, pressure from
donors resulted in the DPs retreating. During the 3-day
strategic meeting, the participants assessed risks to the
program goal achievement. The 80 % set target was the
first thing to be listed as a risk. There were debates
around this target with questions as to why MH
accepted it while it was not realistic to Botswana setting.
It was explained that WHO used mathematical models
to calculate the target for Botswana. A sample conversa-
tion on the target follows:
Officer 1: There was pressure of 100 000 not being
negotiable or debatable… If these directives are not
realistic they have to correct themselves on the way.
You cannot achieve by just demanding the plan.
Katisi et al. Globalization and Health  (2016) 12:42 Page 13 of 19
Officer 2: Yaah we were being forced to achieve some-
thing that is not achievable.
Officer 1: …there is an option that we could increase
the number of years but maintain the target but this
will affect impact. Although the targets are not
negotiable, they cannot be reached…. It’s a risk.
Officer 3: It’s even worse that we did not even achieve
50 %… The DP1 target was 30 000 but we met only
9 000.
Nonetheless, partners appreciated their efforts in
working on the mission together. They appreciated that
the pressure was really from beyond themselves. Lead
officer 5 commented:
My comrades at MH… we are all really doing the best
we possibly can but we are being pressurized from
above by our superiors.
The target still had to be reached according to WHO
requirements and external donors’ expectations. The
pressure of expectations fuelled the tension regardless of
the partners understanding of the target being unrealistic.
There were several complaints from the development
partners that MH was not taking the lead in implementa-
tion speed as the owner of the program. The integration
strategy was blamed to be slow. One officer from DP1
queried:
….In the integrated sites where there are no
development partners, the performance is down.
This was also revealed in the MH statistical report
during presentations at the meeting. The integrated sites
had attained just over 4700 men between 2011 and 2012
while the MOVE sites reached over 37,000 men in the
same period. Hence 100,000 men were not reached.
Whereas partners blamed this on MH for not putting in
more financial resources the officers at implementation
level had a different view that there were other indivi-
dualised and community or peer collective reasons why
men were not coming for SMC. They appealed that
these community reasons should be considered.
The mission threatened
In 2012, the development partners were already express-
ing possibilities of withdrawing from the program
because of low target achievement. Although MH
claimed ownership; it felt like a weakling when partners
mentioned possibilities of withdrawing their services.
Lead officer 1 expressed:
You can’t wean a baby overnight. You can’t do it just
like that. It should be a process.
Lead officer 4 then promised:
We are not weaning the baby; we are not weaning
Government now. So do not worry.
Lead officer 4 added later in interview round 2:
We certainly know one of our competitive advantages
is money, and that’s great but you can throw money
out to a problem and it does not solve a problem,
which we are learning and that is why we are opting
to stop if we are not successful.
The mission unaccomplished - Partners compelled to pull
out (Year 2014)
The DPs ultimately ceased their services, DP2 withdrew
slowly from 2013 till February 2014 and DP1 later in
2014.
The Government seemed frustrated when development
partners ceased activities. At the same time it empathised
and expressed appreciation of why they pulled away. Lead
officer 1 explained in round 3 interview in 2014:
Yeah I mean we are required to account for every
dollar used. They would calculate a certain number of
circumcisions to dollars….so the development partners
have to account for this….. We reached only about
39 % of the set target in 2012……. It is not their choice
to be pulling out. They have pressure from the
donors… the donor pulled away… They feel their
funds are not used efficiently.
The departure of the DPs set back the performance of
the program to the time it started, without the MOVE
project. Additionally this called for more expenses from
MH to cover the gaps created by MOVE. The same
officer explained:
Since DP1 pulled out men are coming to the facilities
for circumcision but there is not enough staff there to
circumcise them. So we are back to square one. We are
experiencing the very slow numbers we were
experiencing when we started… Government
Development partners pulled out from dedicated
clinics. Now it is expensive for Government.
The mission revisited -MH revisits the SMC strategy
The MH seemed ready to face the reality of true con-
sultation with communities alone. The officer explained:
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We are now back to the basics to tell the truth. We
have lost the support of partners as a country. But we
are not going to sit back and say VMMC is not
possible in Botswana. We are not giving up…We are
thinking of addressing these basic issues. Like this year
we really want each district to ensure that we are
involving the local authorities…
The officer confessed that they missed important
community consultation from the beginning:
We really missed it. We missed the behavioural
issues… and the cultural issues. We should be one in
this issue with the tribal leaders such that when I
leave here and go to Ramotswa, the chief should not
see me as Ministry of Health, but as one with his
community, to help the community…..they should be
saying we are in this together…
Although it was not carried out, the development part-
ners had also vocalised the need for true consultation
with communities before they pulled away: One of the
officers from the 3-day meeting had earlier expressed:
We need some kind of synergy between what the SMC
does and the traditional practices out there.
Lead officer 1 mentioned deploying youth as one of
the issues to be revisited:
..when you talk about demand creation, we have
learnt lessons from MOVE. We now know that we
cannot use young people to talk to older men. It
doesn’t work.
Other issues raised during discussions on why the
target was not reached concern men’s fear of pain, peer
influences, and the need for women involvement.
Output
Additive results
Additive results are things that could have still happened
without the partnership. In the findings MH revealed
that circumcision had always been part of the services of
the Botswana health system, just not offered at a massive
scale as the partnership pushed.
Synergy
Synergy refers to the positive impact or difference made
through the partnership that could have otherwise not
been achieved. The partnership created a platform for
availability of professional scientific skills that resulted in
more trained local staff on surgery and program imple-
mentation. At resource level, there were added permanent
structures within the health system DP1 constructed two
main clinics that could have otherwise not been. The table
below reflects that through integration approach alone
government would not reach the numbers that MOVE
pushed for. The synergy produced can serve as a
motivation to reinvest more resources on the program.
The government is motivated to rethink strategy even
though the partners had pulled away. As quoted above,
the government would like to consider involving the
community more (Table 3).
The target was to circumcise 100 thousand HIV
negative men from 2012 till 2016. Figures confirmed
with WHO [50] Progress Brief: Voluntary Medical Male
Circumcision for HIV Prevention in 14 priority coun-
tries in East and Southern Africa.
Antagony
Antagony occurs when the partnership is viewed as a
waste of time and resources; it is the outcome of part-
nership dysfunction where costs are more than benefits.
When external donors felt they were spending more
money but not achieving target they pulled away the
DPs from the program without completing the mission.
Discussion
Input
The BMCF provides a framework for systematically
examining the operationalisation of the partnership for
SMC. The mission was to circumcise 80 % of HIV
negative men in a 5 year period for HIV prevention.
Corbin et al. ([33]: p.52) describe the mission as an
“agreed-upon approach … to address a specific problem.”
The partners were all working towards accomplishing the
target of circumcising 80 % of HIV negative men by 2016.
The first approach, integration, was a locally developed
idea that they worked on together from the beginning; but
the MOVE approach was externally formulated by PEP-
FAR as a complete package to implement with little or no
flexibility. Concerning inputs MH contributed finance,
health structures and medical equipment, and availed its
medical staff for implementation. Both the development
partners contributed human resources for capacity
Table 3 Showing figures achieved through partnership
Year Numbers reached
2007–2009 planning period
2009 5424 with integration only
2010 5773 with integration only
2011 14,661 with integration and MOVE
2012 38,005 with integration and MOVE
2013 46,793 with integration and MOVE
2014 30,033 with integration and MOVE
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building and implementation of the program. The bulk of
financial resources were reported to come from the DPs.
Several authors on partnerships caution that resources
offered by the North to the South deserve appreciation
since they help bring change to some extent, regardless of
being an instrument of control [4, 13, 24, 51].
The target which defined the mission caused chal-
lenges that ran through all components of partnership
functioning, and caused failure to achieve the same. The
target was not locally defined to include local realities,
but was calculated using mathematical models and
recommended by WHO. Waage et al. [35] recommend
that it is important to ensure that targets that are set
internationally are easy to translate nationally. All the
three partners queried the target of circumcising 100
000 men per year. The expectation that the recipient
would act in a certain predictable way was the greatest
pit-fall of the mission [17]. Expected reciprocal response
from communities, in the form of massive numbers cir-
cumcising did not materialise for different local reasons
(see [52]). This is similar to what occurred with the
millennium development goals that believe in creating
targets to motivate but actually undermine the mission
[35]. Respondents to Sjostedt’s study on aid effectiveness
assessing NGOs using three different aid modalities in
Tanzania, Cambodia and Zanzibar “..voiced concerns
about whether or not the strict focus on results—and
especially on reporting them—in fact channeled aid into
easily measurable activities at the expense of more
complex and long-term processes with potentially
higher, but less easily measured, impacts.” ([36], p153). It
is acknowledged that partners made strategic efforts to
push the target but the same efforts also created conflict.
For example, deployment of DPs’ staff to Government
health centers and later separating them to form MOVE
teams was appreciated as creating focus, yet also blamed
for creating Government’s dependency on DPs. DHMTs’
priorities were ill patients. Waage et al. [35] observe that
the focus on target rather than broader goals has
contributed to countries distancing themselves from a
global agenda that is seen as irrelevant in their particular
development situation.
Throughput
The functioning of the partnership is revealed through
communication, input interaction, leadership, and partner
roles. Each of the four elements shaping the collaborative
context worked well at some stage in the partnership, but
turned to be a source of contention through time.
Although there were tensions between the in-country
partners, they were working together in strategising to
address some challenges of the partnership and imple-
mentation. Pressure from external donors undermined
such efforts. Firstly, there was cooperation and agreement
in the planning process where common implementation
and reporting strategy were developed. However this did
not live up to planned ideals at implementation level as
DPs used different training tools, report tools and
reported inconsistently to MH. Communication became a
problem. Although in their studies, Weiss and colleagues
[44] did not find that partner involvement challenges had
any effect on synergy, they argue that less partner involve-
ment in agreed strategies and goals, as well as lack of
cooperation reduces synergy [44].
Secondly, the leadership of the program was clearly
seen as MH’s. MH claimed and was referred to as a
chair, coordinator and owner. Complementary to the
leadership, DPs viewed themselves as ‘catalysts’ to help
the government speed up the SMC scale up and as
partners adding to resources necessary for successful
implementation. However, the MH leadership role was
questioned and contested through time. When MOVE
superseded the integration approach, who owned and
led the project became confused. WHO makes it clear
that ownership of programs should be through participa-
tion of national leadership [5, 53]. The highest leadership
of the country was criticized for not supporting the pro-
gram as its “face” [24]. Members of Parliament reported
being busy and having no capacity to participate. How-
ever, it is the political leadership that signed the MDGs
and are rightfully challenged to show high participation
[53]. Kenworthy [54] argues that recipient countries turn
to endorse external new and exciting programs that they
may not have the capacity to ‘own’ and sustain. It is very
obvious that human resources for health in Botswana,
although a factor beyond this partnership, need address-
ing. Human health resources is critical in combating all
health challenges therefore national policies as well as
global governance should consider that developing coun-
tries need additional heath workers to manage workload,
since the workforce is already overloaded with multiple
tasks [55, 56].
He adds that the fancy leadership/ownership phrases
given the recipient countries are just a facade to cover
the continuous exercise of power by the international fi-
nancial agencies. Additionally DPs questioned the place-
ment of MH national coordinators, suggesting change.
They also queried DHMTs’ participation and leadership,
questioning their priorities. Power and control of how
things should work is in the nature of Northern partners
[24]. In fact, DP1 confirmed that they brought in train-
ing on how the partnership and coordination should
work. This goes with Abrahamsen’s observation that
“..western countries and the institution of global govern-
ance still hold considerable sway over African states due
primarily to their aid dependency and general economic
weakness” [10]. Even though recipient countries are
placed at the driver’s seat for driving the MDGs, critics
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observe that the recommended health programs often
clash with in-country priorities [35].
Thirdly, there seemed to be clear roles and structure
of the partnership. However the same also proved to be
problematic. Ownership is defined by different leader-
ship roles. Although all partners identified MH as owner,
in practice ownership was measured according to the
level of financial contribution. The DPs’ high level of
funding mystified ownership and caused tension. Corbin
et al. [33] contend that symbolic funding, (e.g MH’s
contribution in terms of health structures and own
employed staff ) should have been seen as in-kind finan-
cial contribution [33]. However the same authors find
this as a difficult issue because converting the cost of
local in-kind contribution to dollars can be problematic.
International donors (who were not ‘leading’ the part-
nership) controlled use of ‘donated’ financial resources.
Whereas there seemed to be little transparency on the
DPs’ use of funds, MH as ‘owner’ had to account for all
program funds to OECD. MH also had to account for
the imbalance in the usage of surgical equipment. The
structure of the partnership seemed lopsided. In fact, as
in most North-South partnerships, accountability seems
to always be one-sided [13, 35]. This could also be ex-
plained by an observation of Corbin and Mittelmark [3]
that partners may choose the route of blurry account-
ability if they experience that working mutually absorbs
substantial resources and that consensus building proce-
dures take a long time.
Output and feed back to mission
Our findings show all levels of output in the BMFC:
additive results through a revelation that MC was not a
new thing that was brought in by the partnership, but
that it has always been one of the health services given
to the public. The partnership attained synergistic out-
come as well, that is 2 + 2 = 5, where more results
achieved through the partnership at integration and
MOVE phases, which could have never been without the
partnership. Types of synergy like shared knowledge be-
tween partners, shared resources and problem solving
were evident in the partnership [43]. There was contin-
ued feedback into the mission throughout the through-
put process as synergistic and antagonistic results were
realised. Partners met annually to reflect on results and
strategise on solutions. When the integration approach
did not achieve sufficient output, in 2011 the partners
agreed to strengthen the program by bringing in the
MOVE approach. Although greater output was achieved
through MOVE the contention on not meeting the tar-
get in 2012 resulted in antagony (DPs cutting down the
financial and partners resources in 2013 and finally with-
drawing in 2014). It is observed that external donors
(PEPFAR and Bill and Melinda Gates Foundation) had
greater influence on the functioning of the in-country
partnership as vertical interaction (feedback) with them
was demanded. This is a confirmation of the power of
those holding the purse, the North, being greater than
those with a begging bowl, the South [10]. The result
was discord between in-country partners, with accusa-
tions on wasting time and money. Pressure from the
Northern donors caused the DPs to withdraw from the
partnership and the cost was a drastic decline in numbers
of men coming for MC. The global context in which HIV/
AIDS programs operate tends to be prescriptive, under-
mining locally initiated strategies and creating dependency
[57]. Although the global health apparatus has an import-
ant context for developing interventions and mobilising
resources for support, it cannot be successful without local
participation. This implies that neither global nor national
policies for health programs should be treated as absolute,
but there has to be a genuine integration of indigenous
and international strategies that if applied, could salvage
massive resources that continue being lost as a result of
vertical control [57, 58]. Also international organisations,
like the DPs in this case, need to be given agency such that
they play an advisory role to their international donors
informing them of realities on the ground that cannot be
overlooked.
According to the BMFC model antagony feeds in and
out the collaborative process of the partnership and can
be used positively to improve progress. Corbin et al. [33]
argue that antagony can create an opportunity for
partners to reflect on what went wrong and what could
have been done differently. In this case, although left
alone, MH was now reconsidering its whole approach,
learning from the partnership mistakes and preparing to
revisit and improve its integration approach to implemen-
tation. In fact, there has been debates over time on
whether vertical programmes that attend to one problem
at a time are effective or whether all health problems
should be assimilated into the lager primary health care
system, as the integration approach attempted [59]. The
challenge of cost effectiveness is still to be addressed [59].
Limitations
Whereas all partner organisations were given equal
opportunities to participate in the research, the MH was
more forthcoming in allowing several officers to be
interviewed. MH was also more available for interviews
at different phases as the partnership evolved. In that
way some partners have not had a chance to give their
full views and experiences at different phases of the part-
nership. However, each organisation had given its frank
overall view of the partnership in the initial 3-day
planning meeting that the researcher attended, and in
immediate second interviews. Although it was evident that
most decisions affecting implementation and partnership
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relations had an influence of the external donors’
pressures the first author was not able to access them for
direct interviews. Systematic reflexivity was applied
throughout the data collection and analysis stages. The
results cannot be generalised to all countries, however
they give important insightful lessons on partnership
functioning for aspects that can be embraced and those
that can be avoided. This paper does not look at factors
that have led to particular outcomes, especially antagony
or the nature of antagony, and this will be followed.
Conclusion
This paper used a systems model to explore the function-
ing of the SMC partnership in Botswana. It has assessed
different achievements and challenges that the partnership
was facing. We conclude that external influences that
come from the unseen international donors influenced the
working of the in-country partnership, unfortunately
crippling it from resolving implementation challenges as
experienced within the context of partnership functioning.
The experience of SMC partnership in Botswana showed
that key influences on the success or failure of partner-
ships are financial resources, “ownership” and the target.
The very mechanisms used for accountability by the Paris
Declaration are sabotaged by the same global context
where the exercise of power and financial leverage by
international donors reign. A combination of inputs by
partners brought progress towards achieving set program
goals. However, prioritising externally formulated
programs and lack of appreciation for local symbolic
funding undermined local efforts and gave blurriness in
leadership and ownership of the program. Pressure to
meet the expectations of the international donors caused
tension and challenges between the in-country partners
and caused the DPs to retreat, and not pursue the mission
further. Externally formulated goals and targets, as well as
subsequent expectations from external donors placed the
functioning and contextual interaction of the partnership
at risk. Tensions in achieving the target, financial and in-
kind resources and ownership queries resulted in DPs
withdrawing before accomplishing the mission. All in all
the key contribution of the study to the BMFC theory is
that the functioning of the visible in-country partnership
is significantly influenced by the less visible global context
such as the target setters and donors.
Endnotes
1“Parental states” is not proper English, but is a direct
translation from Setswana language phrase used by
Government officers to show that the Government is the
leader/the host /he owner/the one responsible for the
program and other partners fall under their authority.
That is why one of the officers referred to Government
as a “parent” in one of the quotations below.
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Safe male circumcision in Botswana: Tension between traditional
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Botswana has been running Safe Male Circumcision (SMC) since 2009 and has not
yet met its target. Donors like the US Centers for Disease Control and Prevention and
Africa Comprehensive HIV/AIDS Partnership (funded by the Gates Foundation) in
collaboration with Botswana’s Ministry of Health have invested much to encourage
HIV-negative men to circumcise. Demand creation strategies make use of media and
celebrities. The objective of this paper is to explore responses to SMC in relation to
circumcision as part of traditional initiation practices. More specifically, we present
the views of two communities in Botswana on SMC consultation processes, imple-
mentation procedures and campaign strategies. The methods used include participant
observation, in-depth interviews with key stakeholders (donors, implementers and
Ministry officials), community leaders and men in the community. We observe that
consultation with traditional leaders was done in a seemingly superficial, non-
participatory manner. While SMC implementers reported pressure to deliver numbers
to the World Health Organization, traditional leaders promoted circumcision through
their routine traditional initiation ceremonies at breaks of two-year intervals. There
were conflicting views on public SMC demand creation campaigns in relation to the
traditional secrecy of circumcision. In conclusion, initial cooperation of local chiefs
and elders turned into resistance.
Keywords: voluntary medical male circumcision; traditional initiation; biomedical
interventions; cultural practices
Introduction
Voluntary medical male circumcision (VMMC) is esteemed by UNAIDS and World
Health Organization (WHO) as a great contribution towards the reduction of HIV
infections. The motivation to use VMMC for HIV prevention originates from three large-
scale randomised control trials (RCTs) in Rakai, Uganda; Kisumu, Kenya and Orange
Farm, South Africa which concluded that VMMC reduces the risk of men acquiring HIV
through vaginal sex by 50–60%, is safe and has potential to give lifelong benefits (Auvert
et al., 2005; Bailey et al., 2007; Gray et al., 2007). WHO made policy recommendations
that countries with high HIV prevalence (specifically African countries) and low
prevalence of male circumcision (MC) scale up VMMC as a priority in HIV prevention
(WHO, 2007). While critics note hastiness in pushing to implement VMMC, the very
energetic response by WHO and UNAIDS demonstrates the motivation and deep desire
to control this longstanding pandemic (Dowsett & Couch, 2007). However, VMMC adds
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to the number of HIV/AIDS strategic programmes that are not initiated locally but are
negotiated into African countries by external bodies (UNAIDS, 2010).
Botswana is included among the 14 countries of southern and eastern Africa that
follow the WHO recommendations on the implementation of VMMC (Ministry of
Health, 2010; UNAIDS, 2010). After initial reports of a positive response in terms of
numbers of males being circumcised (UNAIDS, 2010) subsequent reports by WHO and
UNAIDS show that, although Kenya and the Gambella region in Ethiopia have achieved
over 85% of their targets, most countries are far from meeting their targets for 2016
(WHO, 2014). A qualitative study done by USAID in the Turkana county of Kenya
revealed that younger and urban men spoke of increasing acceptance of circumcision,
while older men were resistant to accept it because of cultural issues (Macintyre et al.,
2013). The social and cultural context in the countries implementing VMMC might
contribute to the reasons why targets are not being met. Very little research has been
carried out to explore communities’ views on VMMC or to examine tensions between
existing social and cultural MC practices and the introduction of biomedical MC.
The objective of this paper is to explore responses to VMMC in relation to MC as
part of traditional initiation practices in Botswana. More specifically, we present the
views of two communities (with contrasting cultural views on circumcision) on the
VMMC consultation and implementation procedures, and campaign strategies.
Biomedical marketing
Social marketing is increasingly used in public health to promote behaviour change (Grier
& Bryant, 2005) and has been widely used in the promotion of condom use for HIV
prevention in developing countries (Sweat, Denison, Kennedy, Tedrow, & O’Reilly,
2012). Biomedical marketing is a form of social marketing but used to promote
biomedical procedures and pharmaceuticals for example through campaigns in social
media (Nelson, 2012). Biomedical marketing related to VMMC typically involves
accelerating service delivery through mass campaigns that make use of innovative
communication and education media strategies (WHO, 2011). The public health
establishment, which includes UNAIDS, WHO, World Bank, IMF (Ferguson, 2006;
Jilberto, 2004) as well as US institutions like CDC and Bill and Melinda Gates
Foundation, makes extensive use of biomedical marketing. The focus of biomedical
marketing is a central characteristic of a neoliberalist approach that encourages
individuals’ application of their entrepreneurial freedom and skills in the market economy
as opposed to collective decisions (Finn, Nybell, & Shook, 2010; Harvey, 2005). The
purpose of marketing is to increase the take-up of services by using enticing strategies
that are intended to generate demand, increase coverage and uptake rapidly (Finn et al.,
2010). However, such strategies seem to face challenges in collectivist cultures. Even so,
the HIV field that heavily relies on results from large-scale biomedical prevention trials
has built its intervention strategies around the neoliberal approach (Rosengarten &
Michael, 2009). Biomedical marketing strategies for VMMC seem to work in mobilising
more men for circumcision in countries like Kenya, while they have had very little impact
in other African countries like Botswana (Macintyre et al., 2013; NACA, 2013; WHO,
2014). This contradicts predictions by the Botswana-based acceptability study of 2003
which concluded that 81% of males in Botswana would be willing to circumcise through
VMMC (Kebaabetswe et al., 2003). Although biomedical marketing has had little success
in some countries, the advantage of such a strategy is that it gives individuals freedom of
choice for health services (Finn et al., 2010). However, authors like Dowsett and Couch




































(2007) and Aggleton (2007) argue against the insensitivity of recommendations from
randomised controlled trials to people’s cultural and taboo practices, sexual orientations
and social phenomena. In fact, the WHO (2007) technical consultation report
recommends sensitivity to culture and drawing on local language and symbols, but the
2011 WHO progress report in the scale-up of MC for HIV prevention in Eastern and
Southern Africa focuses on service delivery – and does not capture cultural or social
issues (WHO, 2011).
Many HIV/AIDS prevention strategies are exclusively based on evidence from
biomedically and epidemiologically driven behavioural research agendas. In their
contention against these biomedical decisions, Lock and Nguyen (2010, p. 18) argue
that scientists work with pre-conditioned ways of seeing and understanding, hence
‘health-related matters are routinely objectified as technical problems to be solved
through the application of technology and the conduct of science’. Scientific evidence
exerts little or superficial effort in considering local social and cultural realities (Aggleton,
2007). Several social scientists, including Dowsett and Couch (2007), Lock and Nguyen
(2010) and Parker (2001), advocate that in order to examine the efficacy and effectiveness
of the RCTs, they should be considered as a social phenomenon with real human settings,
and the local social realities, psychological, behavioural and sexual responses of the
research subjects should be incorporated fully when making decisions about medical
interventions. Additionally, Campbell, Skovdal, Mupambireyi, and Gregson (2010)
encourage sensitivity to cultural factors when implementing HIV prevention strategies.
Much of research carried out on VMMC thus far is biomedical, focusing on exploring
the association between MC and HIV; or it involves acceptability studies in different
countries (see Kebaabetswe et al., 2003; Lukobo & Bailey, 2007; Wambura et al., 2011);
or mathematical models used to estimate the impact of behaviour change and condom use
(for example Andersson, Owens, & Paltiel, 2011). Very little research has been done on
the sociocultural response and behavioural dynamics of the subjects who are recipients of
the service. The few qualitative studies carried out in Africa reveal varying sociocultural
factors inhibiting the expected response predicted through quantitative research. One
study carried out in West African countries by Niang and Boiro (2007) found antagonistic
relations between VMMC and cultural practices. Research in Tanzania among tradition-
ally circumcising tribes shows that such cultures would embrace VMMC as long as it is
done in a culturally sensitive manner (Wambura et al., 2011). Another qualitative study
on the impediments to the uptake of VMMC in Botswana by Sabone and colleagues
(2013) found that in general, societies accept circumcision; however, the communities
were against the fact that the VMMC programme disturbs the social order. They also
observed conflict between traditional initiation systems and VMMC. ‘Participants
observed that the government would have better outcomes if the MC strategy had taken
aboard the traditional initiation systems through a collaborative process’ (Sabone et al.,
2013, p. 3).
Male circumcision in Botswana
In Botswana traditional initiation for men was conducted in the wilderness in selected
sites and commonly during winter (Mosothwane, 2001). The initiates were separated
from the community for skills training and challenges and only men were allowed
(Comaroff, 1985; Mosothwane, 2001). All initiates underwent circumcision at the same
time; their collective endurance of the pain reflected masculine strength (Meissner &
Buso, 2007; Mosothwane, 2001). One knife was used to circumcise all initiates




































(Meissner & Buso, 2007) as a rite of affirmation marking transformation to manhood
(Comaroff, 1985; Mosothwane, 2001; Turner, 1969). Missionaries considered the practice
barbaric and indecent and therefore enforced its abolishment during the twentieth century
(Comaroff, 1985; Mosothwane, 2001). A few tribal communities like the Bakgatla of
Mochudi village resisted the abolition of initiation (Mosothwane, 2001). The practice
went through a wave of changes throughout the years with some tribal chiefs disregarding
it in fear of punishment and others reinstating it, sometimes without MC. The current
tribal leadership of Mochudi has revived the practice and the community upholds it as a
special identity of their tribe (Setlhabi, 2014).
VMMC represents a new phase in the context of MC in Botswana. External funding
has supported biomedical marketing in the media including, bill-board, radio and TV
advertising. In addition, a pop artist has been contracted as the campaign ambassador to
attract men into the programme. Dedicated clinics have been set up in selected areas in
addition to general public health centres where MC is conducted in hygienic, clinical
conditions throughout the year by both female and male medical practitioners. Procedure
in the clinics follows WHO recommendations (Ministry of Health, 2010). UNAIDS
(2013, p. A7) records that in 2012 in Botswana the HIV prevalence rate for adults 15–49
years was 23%. External organisations like the US Centres for Disease Control and
Prevention (CDC) and Africa Comprehensive HIV/AIDS Partnership (ACHAP) funded
by the Bill and Melinda Gates Foundation partner with the Government of Botswana’s
Ministry of Health (MH) to scale up VMMC and encourage HIV-negative men of ages
13–49 to circumcise. The programme in Botswana is called safe male circumcision
(SMC). The acceptability study that was done by Kebaabetswe et al. (2003) among 15
ethnic groups in the country contributed to the decision for implementation of SMC in
Botswana. The study included a total of 605 respondents of which 238 were
uncircumcised men; among these men 61% stated they were willing to circumcise and
this percentage increased to 81% after they received further information on MC
(Kebaabetswe et al., 2003, p. 214). This study largely covered the traditionally non-
circumcising tribes (Kebaabetswe et al., 2003). Botswana progress reports from MH and
external organisations like CDC and ACHAP reflect very low numbers of circumcisions
were performed among HIV-negative males: only 39% of the 2012 annual target was
circumcised (NACA, 2013).
Methods
This study used ethnographic methods to explore the cultural relevance of SMC for HIV
prevention in Botswana.
Research sites
Besides collecting data in Gaborone, the capital, from the leaders of the partner
organisations, two rural research sites were purposefully selected in order to contrast
responses of tribes that conduct or do not conduct traditional MC and initiation. Mochudi,
a village 40 km to the east of Gaborone, is home to the Bakgatla tribe which practices
initiation and MC while Hukuntsi, a village in the remote western part of the country, is
home to the Bakgalagadi tribe which does not practice initiation or MC (Box 1).





































Data were collected from four groups of participants. The first group included leaders
from the three partner organisations, namely MH SMC Co-ordinator, CDC SMC
Co-ordinator and ACHAP Programmes Director. In addition, the MH Project Adviser
(adviser on technicalities and current research) and the MH Northern Regional
Co-ordinator (oversees implementation in the northern part of country) were included.
All leaders were contacted directly to arrange meetings. The second group of participants
included implementers in the two rural research sites. The ACHAP team in Mochudi was
contacted through the District Health Management Team (DHMT). Contact with the
DHMT in both Mochudi and Hukuntsi was facilitated through MH. Third, social workers
who advise men about participation in SMC were included. The fourth group of
participants included traditional leaders. The intention was to interview only the chief in
each of the rural research sites (in each case they had been contacted directly by the first
author), but on the agreed day of the interview with the Bakgatla chief in Mochudi, the
first author was introduced by the chief to the group of 25 traditional leaders who
happened to be meeting the chief that day. See Table 1 for details.
Data collection
Data were collected through participant observation (for example at meetings between the
partner organisations; at SMC marketing campaigns), in-depth interviews (IDIs) and




Setswana Language and culture
Kgosi Chief
Kgotla Chief’s meeting place/traditional court
Terminology related to initiation
Bogwera Initiation school for boys
Thupiso Initiation
Go rupa Male circumcision within initiation
Go kgaola letlalo la borre To cut the foreskin
Laoro la borre Male surgery
Regiment Cohort of age-mates initiated together
Initiation and male circumcision
Tribes that do Tribes that do not
Bakgatla, Batlokwa, Balete, Baherero Bakgalagadi, Bangwato
Kgatleng – place of the Bakgatla Hukuntsi – main village of Bakgalagadi
Mochudi – main village of Bakgatla     
Box 1. Botswana-specific terminology.




































were interviewed individually in their own offices. Data were collected from the
implementers and the social workers through focus group discussions (see Table 1 for
details). The first author, who collected all the data, is a woman. Interviewing men on issues
that deal directly with the most secretive part of their body came with opposition at village
level. This being anticipated, the first author dressed very conservatively and followed all
customary protocol. The meeting with the Bakgatla traditional leaders was not planned and,
given the taboos surrounding the topic, the participants initially resisted. However, as the
interview continued they became fully engaged and rich data were generated; the interview
ended with the traditional leaders asking the first author to be their envoy to the MH. It was
too large a group to be called a focus group discussion, although several of the leaders
responded to each issue. In all the data collection, topic guides were used to explore issues
such as the leadership of the SMC strategy, differences and overlaps between SMC and
traditional initiation practices, the consultation processes and response at different levels of
the community, the response of the community towards the uptake of SMC, the impact of
the demand creation strategies and the community response.
Data analysis
All interviews and focus group discussions were audio recorded with permission from the
participants. They were later transcribed by research assistants and, where necessary,
translated from Setswana into English by the first author. The transcripts were then
imported into NVivo 10 (a computer software package designed for qualitative data
management) and analysed following the steps in Attride-Stirling’s (2001) Thematic
Network Analysis. The data analysis team comprising the first author and two Ph.D.
students read the transcripts several times to acquaint themselves with the data. Each of
them created labels to represent similar re-occurring codes, and text segments were
inductively coded. Basic themes were abstracted and refined from the coded text
segments and clustered to form the organising and then the global themes. The team
discussed organising and global themes to reach a consensus, strengthening the
objectivity of the data. The last two groups of themes can be seen in Table 2.
Links between the themes were then explored and cross-analysed across communities and
Table 1. Details of participants and data collection methods.
Role Details Method M F
Leaders in partner
organisations
MH National SMC Co-ordinator IDI 1
MH National Project Adviser IDI 1
MH Northern Regional Co-ordinator IDI 1
CDC SMC Co-ordinator IDI 1
ACHAP Programs Director IDI 1
Implementers ACHAP team Mochudi FGD 3 2
DHMT Hukuntsi FGD 4 1
Social workers Hukuntsi FGD 6
Traditional leaders Bakgatla Chief, Mochudi IDI 1
Bakgatla traditional leaders, Mochudi Group interview 25
Bakgalakgadi Chief, Hukuntsi IDI 1
Total 42 6




































different groups of participants. Information from reviewed literature was used to con-
textualise the analysis.
Ethics
Research clearances were obtained from the Norwegian Social Sciences Data Services
and MH in Botswana. At MH level, we had to acquire two written permits: one was a
general acceptance of the topic of the research, and the other was permission allowing the
interviewing of health personnel. At the organisational level, ACHAP and CDC accepted
the MH permits as appropriate ethical clearance. Informed consent was obtained from
individual and focus group participants of all organisations that we sought data from and
from the leaders of participating village communities. At community level the chief
signed the consent form and gave verbal permission to interview the traditional leaders.
This reflects customary ethical protocol where the chief consents on behalf of his elders
(who we have called traditional leaders). Culturally, this is a highly sensitive research
exploration; therefore, substantial effort was made to assure confidentiality to informants.
Findings
Our exploration of responses to SMC in relation to circumcision as part of traditional
initiation practices is presented according to themes emerging from the data analysis.
Organising themes were grouped under four global themes: cultural circumcision taboos
breached, public marketing, consultation and participation, and HIV testing.
Cultural circumcision taboos breached
Secrecy
Traditional leaders clearly described cultural circumcision as a secret domain not to be
shared with women. They expressed astonishment and initially objected that a woman
researcher asked for general information about the cultural practice of initiation and
circumcision. During discussions with 25 elders of Mochudi, one elder spoke loudly as
he threw arms in the air, as if to say go away: ‘We never did those things… These are the
things we are not allowed to ask about. You cannot just ask about that’. The words of
wrath expressed by this first respondent were reiterated in a discussion with a taxi driver
Table 2. Themes emerging from data analysis.




Cultural circumcision taboos breached
Sexualising circumcision
Creating generational clashes
The chief’s voice is stronger
Public marketing
Initial cooperation
Disillusionment; frustration and resistance
Lack of genuine consultation
Consultation and participation
HIV testing




































later in the year: ‘Young as you are, a woman for that matter! You are asking men, even
old men…, about their penis’?
Breaching of secrecy was also questioned in the public campaign approaches and the
circumcision surgical services done in public clinics. One elder said:
We know our tradition differently. We gather first for initiation in the wilderness. It is a
special training for men… We are not initiated in the village; we are initiated in the
wilderness. They are talking about it [the penis] anyhow in public. In initiation men are
recruited house to house. Things concerning initiation are a secret.
In fact, initiating communities’ collaboration with the SMC implementing teams for
medical circumcision seemed to threaten the secrecy practiced and maintained within the
traditional initiation ceremonies. At the same time, the practice of secrecy was viewed as
working against the SMC programme’s intentions to publicise activities and campaigns to
win the public. This conflict left both parties frustrated. One of the partners explained the
implementers’ adjustment of SMC procedures to comply with cultural expectations of
secrecy with a tone of frustration:
you don’t tell anybody, you don’t advertise, you don’t say anything that you will be at a
particular village doing circumcision because there is an initiation going on. No you don’t.
So that’s how it is. We see it as a challenge. Truly speaking, with tribes in our country which
are doing initiation we seriously have a challenge.
Male domain
Traditionally, circumcision was distinguished as a male domain. This was strictly upheld
in traditionally circumcising cultures. Upholding such cultural principles caused conflict
between the traditional and the biomedical provision of circumcision. One of the partners
expressed such conflict as frustrating. The SMC programme used women health
personnel to circumcise, but women were not allowed in the traditional initiation
practices. This was revealed through stipulated requirements forwarded by the chief of
Ramotswa village to the SMC team assigned to circumcise the graduating regiment:
And then what happened last year with the Balete? They organized their own traditional
initiation. They told us they didn’t even want to see a lady during circumcision, totally no
ladies that side. So we complied… The tent was pitched in between the village and the
initiation site, far from the initiation site.
Here culture proved to be strong in dictating to SMC to comply with its taboos. One elder
in Mochudi also explained that initiation was not a woman’s space:
We do come to the hospital for circumcision. But it should be men who circumcise men.…
Well some say it is ok for women to circumcise men. No, it is against tradition.
Language controversies
One officer explained that different tribes used specific language phrases to describe and
explain traditional initiation and performances related to it like circumcision. SMC health
personnel struggled to find the right words to use for medical circumcision, and their
attempts to adapt to traditional phrases misrepresented traditional meanings and led to
serious controversies ending in publicly demonstrated protests by chiefs.




































One elder expressed unhappiness in the misuse of the traditional phrase ‘go rupa’ that
means circumcision within initiation, contesting it as wrongly used by the SMC team to
mean removing the foreskin:
E1: They are just beating about the bush using our language to attract men. Haven’t you seen
it on TV?
Researcher: I have seen it
E1: No, answer and say you have seen the advert showing men heading the ball calling men
for ‘Go rupa!’ I want you to say that if you have seen it. That is a wrong phrase!
Another elder added:
No no no… Then let them use the word ‘thupiso’ [initiation] in their own communities, not
here. They really hurt us. I do not want this phrase ‘go rupa’ [circumcision within initiation]
used on radio to mean just cutting the foreskin. SMC is not about initiation.
Meanwhile one of the partners spoke at length about how difficult it had been for them to
find the appropriate word to use for SMC even when they had consulted with the house
of chiefs. He described the controversies:
So they came here, the chiefs, very angry with us. They met with [Ministry of Health] They
gave us instructions not to talk about ‘go rupa’. They instructed us to use the phrase ‘go
kgaola letlalo la borre’ [to cut the male foreskin]… We complied. A few years down the line
we were blamed by the same House for using the phrase ‘go kgaola letlalo la borre’. They
said to us ‘these words that you are using are insults, you are insulting us’.
Contradictions revealed in these controversies of language use left the MH in a dilemma.
One officer said: ‘So we ended up using the phrase loaro lwa borre [the male surgery].
It does not make sense but we have just decided to use it’.
Public marketing
The chief’s voice is stronger
In several instances the chief’s voice proved to be stronger and commanded obedience to
the traditional standards rather than the SMC approach to public marketing. This was
seen as a stumbling block to the progression of SMC. One officer said:
that is where the gap is currently. And I think it is really haunting us. The circumcising tribes
in the country, Batlokwa, Balete, Bakgatla are giving us a very big challenge … of resistance
to this government program. And we cannot convince the chiefs there, we just can’t. Our
main target group of men 25 years and above is hard to reach because the chiefs are very
clear, they are going to wait for the next Bogwera [initiation school].
One of the marketing campaigns made use of a pop singer called Vee as the public face to
promoting SMC. The elders clearly explained that the community would rather listen to
the chief than to different voices in the SMC campaigns. They appealed that the Ministry
should be informed to use the rightful respected cultural community figures to address
and probably win the community. One elder advised:




































I would say Ministry of Health should talk to the chiefs. They should ask the chiefs to call
the public on their behalf. The chief could make arrangements with his people to participate
in SMC without giving up the culture. Let it come from the chief; [he emphasized very
strongly and even stood up]. We will listen to the chief. Not Vee.
The 25 elders appealed to the research team to go as their messenger to MH and express
their displeasure about the SMC programme:
We have expressed that we thought Ministry of Health was going to help. Now they send us
Vee and young people to insult us. They should respect our culture and not confuse it. Go
and tell them to come and talk to our chief.
The traditional elders were actually protective of the culture and felt threatened that SMC
had come to undermine the chief’s voice – they were acting as the custodians of culture.
One of the elders said: ‘Now it is as if the government’s programme is uplifted and
Bakgatla tradition is lowered’. This was reported as causing disgruntlement among the
custodians of culture.
Generational clashes
Biomedical marketing strategies were reported to be causing generational clashes –
between adults and children. Public campaigns were viewed as contributing to children’s
waywardness in contrast to initiation practices which built and moulded personhood. One
man said: ‘You know our children no longer listen to us. They listen to Vee’s music in
public’. One of the 25 elders described how SMC public talks about the male penis
caused children to unintentionally disrespect their elders:
They do their education on radio. It is embarrassing. When a child gets home he asks ‘Papa,
it is said that all males have to cut the foreskin, do we have to go Papa!’ How do you answer
that? …These adverts just raise questions in the listeners’ minds.
Sexualising circumcision
Comments from traditional elders, professionals and other community members revealed
strong dissatisfaction in the sexual language used to appeal to men for circumcision. Six
social workers who work as advocates of SMC in Hukuntsi district saw Vee’s SMC
campaigns as sexualized and only benefiting the campaigners themselves. This made the
community question the quality of the campaigns. One social worker said:
I think that Vee’s campaigns benefit Vee himself moneywise. It does not benefit the masses,
what we question is the quality of information they give people. They just make the whole
thing colourful; it swipes people’s emotions without their understanding. It creates confusion
in the masses. It’s all about enjoying sex and prevention of cervical cancer.
Another social worker also questioned quality:
I don’t know… How exactly are the men benefiting out of this? We are just told about the
60% chances of reduction. The rest is just additional colourful attractions like ‘If you are
circumcised you will enjoy sex more’. Male circumcision is sexualized.




































The health personnel saw Vee campaigns as captivating the public but questioned the
strength of the campaign in getting men to actually circumcise. One of the Mochudi-
based ACHAP team members said:
with Vee I would say we use him to pull a crowd and get people to register for circumcision
but at the end of the day we don’t see those numbers. But of course Vee is a crowd puller.
The elders of the community viewed the language used in Vee’s campaigns, radio talks,
television advertisements and the use of celebrities as disgusting and conflicting with
culture. Leaders did not want the approach of talking publicly about the male penis and
appealing to men publicly for circumcision. This undermined the cultural practice of
respect to men. One elder emotionally expressed his hatred towards public announce-
ments for circumcision:
I hate it when it is announced on radio that all Bakgatla men who want to go for initiation




Initially, the community embraced SMC and cooperated with the health teams in
anticipation that it would complement their culture. The community elders explained: ‘So
in our Sekgatla initiation there is circumcision to prove manhood. That is why when SMC
was introduced Bakgatla responded well through their initiation regiments’.
This initial cooperation was affirmed by one of the ACHAP team members, who
explained:
From the beginning the leadership were receiving and supporting the SMC programme. In
2009 they had a group of men for initiation. They brought everyone from the wilderness to
the clinic for circumcision. Even though not all of them circumcised…. Kgatleng as
compared to other districts had large numbers of circumcision through the help of this
initiation, especially in 2009.
One of the partners revealed the numbers that circumcised in 2009: ‘Many men were
circumcised. 53% of the 300 men were circumcised. That is more than 150. It’s a big
number to us’.
Disillusionment, frustration and resistance
Later events revealed that SMC partners’ consultation with traditional leaders was done
with a seemingly superficial, non-participatory approach. Local leaders were disappointed
by the fact that practices surrounding the traditional rite of circumcision were not adhered
to, as they expected. Interestingly, both the SMC implementers and the traditional leaders
expected compliance by the other party to their own strategies, which left the issue
controversial and men declining medical circumcision. The implementing officers
explained the change from embracing the programme to rejection of programme between
the period 2009 and 2011.
but over time like in the year 2011 when they went for initiation, they did not come for
circumcision at the clinic because of many challenges with the culture … like the use of




































clinics for circumcision, HIV testing. Also they have a special time in which it is done. You
see, they believe that circumcision should only be done in winter.
Other reasons were forwarded to explain why the initial enthusiasm of regiments to
circumcise through SMC died out. Traditional leaders argued that SMC breached the
practice of secrecy and private space for initiation as it was done in public clinics. They
were also disillusioned by some SMC perceived procedural requirements like HIV
testing; hence many refused to undergo the procedure. The regiments’ resistance to
circumcise was later transferred into a collective decision of the community. This
emerged in the fact that none of the regiments came for circumcision through SMC in
2011, their next year of initiation.
Lack of genuine consultation
Lack of genuine consultation caused resistance beyond circumcising cultures. Bakagagadi,
a non-circumcising culture residing in the village of Hukuntsi, also had resisted SMC at its
initial introduction. A traditional leader explained that they viewed SMC as government
imposing other cultures into their culture:
We wondered when this SMC came. We do not want other cultures transferred to our culture.
Bakgatla and Balete are people who do circumcision culturally. Why couldn’t they go to
them? Our men here never did that. How could I speak to the tribe about this?
Another form of resistance
The Herero culture, which practice private traditional circumcision for individual males,
were reported to ignore SMC campaigns in silence and, instead, to continue their private
traditional circumcision. An officer narrated this with frustration:
Now we have a challenge which is coming out clearly with the Herero culture, what happens
that side is that they do things in silence. They are not coming out to say don’t come in to our
village. They use traditional circumcisers from their fellow tribes in Namibia to do home
based circumcision on boys at a particular time, collect their earnings and go back.
The same concern was raised in the SMC partners’ planning meeting and particularly by
the officer responsible for that particular area when she said:
because it is their secret and done so privately we have not even accessed their way of
circumcising, and it may be hard to get the right information about how it is done so that we
could collaborate. It is the hearsay you know. I have not personally sat with the traditional
circumcisers to get the explanation. We hear from other Hereros that have information.
The clear lack of consultation resulted in a dilemma as to the right approach.
There was an indication that when the health personnel explained SMC clearly to the
communities, men showed interest to participate. This was explained by an officer in
Hukuntsi:
When I got here there was this talk of bringing a foreigner, a different culture to their culture,
but after explaining … now I think people are starting to understand why circumcision is
being brought to the area. They are now slowly coming.




































A traditional leader also added: ‘But now we see our men are slowly going there to
circumcise’. In both cases of Bakgatla and Bakgalagadi tribes, communities show
resistance when the programme breached their cultural taboos.
Genuine consultation crucial
It seems partners, in their frustration, realised that consultation with the communities was
crucial. An officer admitted this and recommended the need to consult the communities
through their leaders:
So that’s the main challenge, the main reason why we are not succeeding. I think looking
back I will never do a programme like this again … I would start with the key partner who is
the people of Botswana, the beneficiaries and the cultural structures like the community
leaders or the religious leaders.
HIV testing
Elements of the minimum package for SMC that include counselling and voluntary HIV
testing were repeatedly mentioned as other barriers that blocked men from circumcising.
HIV testing, in particular, seemed to scare men away even if they would opt for
circumcision. One of the partners said:
You see most people these days are scared to test for HIV, which also chases them away.
Some are scared to go to the hospital for SMC, not that they do not want to circumcise. They
do. They are scared.
The perceived procedures that had to be followed like HIV testing and injections were a
challenge to the regiments (although it is not compulsory HIV testing is offered in all
health centres and campaign points). The SMC procedures were viewed as confusing
men. One of the community leaders said: ‘Our men are now refusing to circumcise. This
SMC is confusing our culture’.
Discussion
This study reveals the challenges international organisations and MH faced to meet their
targets. It reveals frustrations on both sides in the interaction between communities and
programme partners. The frustrations are rooted in the different underlying assumptions
and ideologies. There was collision of different underlying beliefs and views on MC.
Traditional circumcision is deeply interwoven within the concept of collectivism and
masculinity. Even though MH made attempts to work with villages to incorporate SMC
into part of the initiation practice, its individual-based procedure and marketing strategies
still breached the requirements of secrecy and the collective nature of the rite. This is not
all surprising because the strategic recommendations for VMMC come from part of the
global public health establishment, WHO, which like others, has a neoliberal bent
(Harvey, 2005). Aggleton (2007) contends that cultural MC is a performance connected
to deep-seated beliefs and ideologies. It is not just a simple prevention technology.
Finn et al. (2010) argue that the introduction of neoliberalism put some governments
under pressure since its emphasis on individual empowerment compelled them to change
their social structures. Even though neoliberalism offers possible new perspectives, it has
been criticised for intruding into local contexts in different ways raising new and
challenging questions on implementation of practices (Ferguson, 2006; Finn et al., 2010).




































The study reveals that some of the marketing strategies for SMC in Botswana focus on
the market and the individual; marketing phrases are fashioned to make sure that
individuals want the product (Finn et al., 2010). In opposition to collectivism,
neoliberalism sets processes that favour privatisation of services – the primacy of
individual as opposed to collective responsibility (Finn et al., 2010). The enticing
language used in marketing SMC to generate demand (Hankins, Forsythe, & Njeuhmeli
2011) brought discomfort to community leaders. ‘Disgusted’ and ‘Frustrated’ were the
terms uttered by the traditional leaders towards the marketing of individualised SMC –
working against the local tradition of collectivism (Comaroff, 1985). This indeed is what
McFalls (2010) calls ‘iatrogenic violence’ – medical intervention that violates societal
practice. Even though SMC disturbs the cultural equilibrium, global health politics would
still view the SMC implementation strategy as ethical because medical intervention is
exempted from ethical critique as it is dedicated to saving human life (McFalls, 2010).
The biomedical marketing approach serves as an advantage and a rival to the culture as
well as an impediment to men’s response to circumcise.
Planning for SMC was based on the assumption of acceptability as per Botswana’s
acceptability study on medical circumcision (Kebaabetswe et al., 2003). While VMMC
would be accepted by both circumcising and non-circumcising communities, the top-
down management and lack of input from the community worked against its acceptability
in practice. Community responses to the actual implementation depict lack of
acceptability. Acceptance of interventions is shaped by the complex local context.
Dowsett and Couch (2007) contend that medical interventions that concern human
behaviour and societal networks are bound to fail if such decisions are based only on
clinical trials and cross sectional surveys. The voice of social researchers has
demonstrated that embracing the social context is paramount in implementing ‘foreign’
biomedical interventions specifically those that concern men’s sexuality (Parker, 2001).
Notwithstanding published studies done years back by Heald (2002) and the recent study
by Sabone and colleagues (2013) that advocate for sensitivity to local understandings of
male sexuality, WHO and international donors still seem to resist reflecting on these but
continue to impose their top-down global agendas.
There were two types of resistance to SMC. One tribe counterattacked, while the
other was shocked and confused. The Bakgatla tribe initially cooperated but resisted
SMC out of disillusionment; the Bakgalagadi, a non-circumcising tribe, were confused
about foreign practice ‘being imposed’ into their culture. Other tribes referred to by the
respondents include the Herero who ignored the SMC campaigns and carried out its
cultural practices secretly; another, Balete, negotiated so that SMC was conducted on
their terms. In all these communities SMC workers were frustrated by the low turn-up of
men for circumcision. Even though the SMC workers claim that the communities were
consulted, it is clear that consultation with custodians of culture was done in a superficial
manner. International interventions’ consultations are often presented as preconceived
proposals where the ‘process is not an attempt to ascertain the outcome and priorities, but
rather to gain acceptance for an already assembled package’ (Botes & van Rensburg,
2000, p. 43). Rifkin (1996) explains that target-oriented programmes tend to dominate
and control because they value the cost of time over and above the value of negotiations
hence they rush implementations leaving the communities behind. Designers of medical
programmes like this one should know that people live within a social cultural context
and reason with their cultural standards and expectations before accepting externally
imposed programmes (Skovdal et al., 2011). We concur with anthropologists’ and




































sociologists’ views that efficiency of programmes would be maximised by embracing
sociocultural contexts in implementation (Aggleton, 2007; Dowsett & Couch, 2007).
In order to avoid disillusion, frustration and resistance, genuine community consulta-
tion is crucial. Community’s initial cooperation was a loud message for openness and
flexibility while the ultimate resistance was a cry to be heard. SMC programme leaders
could have avoided language controversies, the breaching of cultural taboos like secrecy
and male domain spaces if they had genuinely explored crucial cultural observances and
aligned their biomedical approach to circumcision within the operations of the existing
cultural environment. Comaroff (1985) explains that circumcision is an integral part of
initiation that is done in seclusion of males being initiated with a high level of secrecy
about what the cohorts experience when in the wilderness. In agreement with Niang and
Boiro (2007) and Sabone et al. (2013), our study reveals antagonism between the cultural
practice of secrecy in circumcision proceedings and the SMC strategy that has no
restrictions to participants in their procedures. Collision between the biomedical
approaches and the requirements of traditional practices in Mochudi and Ramotswa
discredited the assumption that, in places where male persons are expected to be
circumcised traditionally, there is high desire to conform and get circumcised under
VMMC for HIV prevention (UNAIDS, 2007). While the assumption could be true, we
notice that discrediting the voice and opinions of chiefs is a fundamental mistake since
they are the traditional medium used to convince the community for participation
(Comaroff, 1985). This study suggests an urgent need for a high level of cultural
sensitivity, embracing and incorporating cultural taboos when biomedical interventions
are to be carried out. In fact, the tension between traditional and public health strategies is
likely to emerge with other new biomedical HIV prevention strategies, if cultural
conditions are not taken into consideration.
While the sociocultural concerns are paramount to the success of SMC programme, it
should be appreciated that these programmes operate within a set of constraints, some of
which might be flexible and others which are more rigid. These constraints include
funding environment, indicators used to measure success and time for scale required to
achieve the desired outcome (i.e. infections averted). The traditional leaders therefore
need to be challenged to ensure that men’s enactment of the socially constructed versions
of manhood does not place men at a disadvantage by inhibiting them from taking
advantage of life-saving HIV services (Skovdal et al., 2011). The perception of men is
that HIV testing is mandatory within SMC and they do not want to go for HIV testing.
This puts them at risk of not taking timely advantage of knowing their HIV status and
benefiting from the SMC HIV prevention service (Skovdal et al., 2011). Given the
pointers on how to make HIV prevention services more culturally acceptable, MH and its
implementing partners need to prioritise preparation of communities and participatory
consultation prior to implementation so that resources are channelled towards relevant
approaches suggested by communities. In agreement with Skovdal et al. (2011) and
Aggleton (2007), we argue that incorporating societal values on male sexuality and
adapting male friendly services is vital in shaping sexual practices relevant to HIV
transmission and prevention.
We propose a future research agenda that focuses on exploring a step by step relevant
and effective approach that communities could structure for advice and guidance to the
VMMC programme donors and implementers. Such community-defined strategies could
help save on a lot of resources that are otherwise used without much results.




































Limitations of the study
While reflexivity was systematically applied throughout data collection, it is possible that
the first author’s gender, as a woman, may have restricted responses by men; the
objections quoted above show that the involvement of women is considered culturally
insensitive. Also, open ended questions allow room for expression of passionate and
emotional views that may not be a general view of the communities or organisations
represented. While the results may not be specifically generalisable they do provide an
insight into cultural reasons for the resistance to SMC. Also, the lessons learnt, like the
need for genuine consultation, are valuable for other countries to consider. The findings
of this study are particularly relevant for rural settings and do not give the perspective of
how this is working in larger and urban communities. The response given by the cultures
represented in this study may not necessarily represent the views of other ethnic groups
within the country.
Conclusion
The findings from this study show substantial cultural resistance to and superficial
participation in SMC in Botswana both in circumcising and non-circumcising cultures.
Issues that have generated resistance include the public marketing campaigns, the
sexualized language and the fact that implementing health staff includes women. Chiefs
and traditional leaders at first cooperated with SMC but later discouraged their men from
participating. Cultural resistance has a significant impact on the SMC programme. This
study particularly reveals consequences of superficial consultation and how biomedical
interventions fail to take full advantage of sociocultural channels to maximise demand for
health services. VMMC does not fit well in the two cultural settings examined in this
study.
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